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ABSTRACT
Individuals who work within hospice and palliative care experience unique stressors
while providing care to patients and families at the end of life. The COVID-19 global
pandemic provides additional stressors, personal and professional, which may affect these
individuals. Research lacks data to understand how this pandemic affects individuals
working in hospice care. Most current research focuses on individual disciplines, with the
highest number of studies focusing on a nurse's experiences. Additionally, the recent
research provides conflicting relationships on faith's influence on burnout, compassion
fatigue, and compassion satisfaction. Biblical guidance on burnout and compassion
highlights the importance of addressing this phenomenon from a Christian worldview.
This study sought to fill several gaps within research by comparing the experiences of
multiple disciplines within hospice and palliative care through gathering quantitative data
from the Professional Quality of Life (ProQOL) scale, the Daily Spiritual Experiences
Scale (DSES), and the COVID-19 Perceived Stress Scale (COVID-PSS-10). It solicited
participation from all disciplines and gathered organizational data. This study found a
small positive correlation between daily spiritual experiences and burnout and a small
negative correlation between daily spiritual experiences and compassion satisfaction.
Additionally, a small positive correlation was found between the perceived stress from
COVID-19 and compassion fatigue. These data are significant and provide a framework
for future research within larger populations.
Keywords: hospice, burnout, compassion fatigue, faith, ProQOL, DSES, COVIDPSS-10
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CHAPTER 1: INTRODUCTION TO THE STUDY
Introduction
Individuals working for hospice organizations provide medical and emotional
support to patients and their families at the end of life, which may create distress for the
individual regarding their caring nature and professional identity, in addition to the
possibility of emotional involvement in the patients' deaths (Funk et al., 2017). Burnout
refers to the effects an employee experiences when they frequently experience
occupational stressors (Henson, 2020). Similarly, compassion fatigue refers to these
employees' desensitization and emotional exhaustion (Henson, 2020). Conversely,
compassion satisfaction refers to the pleasure individuals feel from completing work well
and the purpose they derive from that work (Măirean, 2016). It is easy for some to
confuse whether an individual is experiencing burnout or compassion fatigue (Harris &
Griffin, 2015). The main difference between these two concepts is that burnout develops
slowly over time, whereas the onset of compassion fatigue is often sudden (Henson,
2020).
Additionally, the presence or diminishment of compassion is not a requirement
for burnout (Harris & Griffin, 2015). The stress of working in hospice and palliative care
must be understood and addressed, or it will add to the staffing difficulties organizations
already face in meeting the growing needs of the field (Harrison et al., 2017). Emotional
exhaustion in nurses is positively related to turnover intentions (Chullen, 2018). Turnover
within these organizations leads to significant economic impacts and ranges from indirect
costs for lost productivity to direct expenses relating to overtime until the new staff is
fully trained (Hayes et al., 2012).
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Hospice and palliative care employees are suffering increased exposure to the
physical and psychological effects of COVID-19 since March 2020, which includes an
increased risk of infection for themselves and their family members as well as the
persistent exposure to stress and anxiety, which increases the risk of burnout (Lefèvre et
al., 2021). They also experience a lack of necessary equipment, increased administrative
burdens, government restrictions (Romanelli et al., 2020), increased caseload, the
inclusion of new protocol, and adapting to moves away from face-to-face care (Maben &
Bridges, 2020). Moreover, individuals working in hospice and palliative care may also
experience a sense of collective grief and increased difficulty with work-life balance and
exhaustion (Rosenberg et al., 2020). The additional strain COVID-19 has placed on the
medical field is an emerging issue, and research in this area is still growing.
Background
Singular Focus
Many articles addressing burnout and compassion fatigue among hospice
professionals focus on a single discipline's reaction to this stress, such as nurses
(Abbaszadeh et al., 2017; Barnett et al., 2018, 2019; Clayton et al., 2019; Ding et al.,
2015; Fida et al., 2018; Gómez-Urquiza et al., 2020; Henson, 2020; Ingebretsen &
Sagbakken, 2016; Melvin, 2012; Ogińska-Bulik & Michalska, 2020; Ortega-Campos et
al., 2020; Peters et al., 2012; Prapanjaroensin et al., 2017; Rizo-Baeza et al., 2018;
Velando-Soriano et al., 2019), certified nursing assistants (CNAs) and home health aides
(HHAs) in long-term care (Boerner et al., 2017), volunteers (Phillips et al., 2014), social
workers (Morse et al., 2011; Quinn-Lee et al., 2014), and chaplains (White et al., 2019).
In general, the analysis shows that most of the research on burnout and compassion
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fatigue in healthcare providers centers on nurses (36%) and physicians (36%), with the
remaining not focusing on a specific discipline (Sweileh, 2020). Granted, nurses
comprise the largest group of care providers in healthcare, which likely leads to the
disparity in research (Nolte et al., 2017). However, regardless of the focus, compassion
fatigue's impact reaches far beyond the individual disciplines and affects patient care and
the relationship between colleagues (Cocker & Joss, 2016). This singular focus prevents
comparing how the fields respond to shared patients' stress within an organization.
Additionally, without understanding how this stress affects the disciplines either similarly
or differently, researchers cannot understand if broad or targeted interventions would be
better suited for organizations to prevent or decrease the effects of burnout and
compassion fatigue.
Moral and Spiritual Components
The focus of moral and spiritual components for hospice practitioners is broader
yet presents conflicting results regarding the relationship between faith and burnout or
compassion fatigue. Moral distress is a significant component of burnout within
organizations where the conflict between professional and organizational values is
identified (Harrison et al., 2017). An additional risk for burnout and compassion fatigue
within hospice and personal care stems from the likelihood of providing care for
individuals with whom a personal connection exists, such as friends or family members
(Thomas, 2019). Moral concerns are also present in how burnout affects employees and
the importance of addressing burnout to prevent extreme burnout responses such as
alcoholism or suicide (Harolds, 2020).
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Parallels in research between spiritual care and burnout occasionally present
conflicting results. For example, nurses with higher spirituality levels also experience
higher burnout levels due to the additional workload of providing spiritual care (Karadag
Arli et al., 2017). Conversely, religion and spirituality are also possible preventative
factors for alleviating and preventing burnout (Palmer et al., 2020; Polat et al., 2020).
Additionally, research suggests that organizations with positive spiritual climates often
showed lower burnout and turnover intentions (Zhang et al., 2019) and strong religious or
spiritual affiliations leading to decreased burnout levels when working with dying
individuals (Frey et al., 2018). Unfortunately, little research exists to address religious
and spiritual struggles and their psychological distress effects (Fox & Piedmont, 2020).
The Bible is fraught with examples of burnout, from Elijah expressing his desire
to die rather than continue the work set forth by God (King James Bible, 1769/2017,1
Kings 19:4) to Jesus addressing the burdens the world places on individuals (Matthew
11:28-30). Additionally, the Bible provides numerous examples of compassion and
sharing in the joys and sorrows of others (Romans 12:15) or learning to act
compassionately by experiencing the mercy of God (2 Corinthians 1:3-4). Thus, the Bible
provides critical information necessary for understanding the spiritual and moral aspects
of burnout and compassion fatigue and ways to decrease or prevent these phenomena.
Problem Statement
Burnout is a significant problem in the medical field associated with compassion
fatigue (Abbaszadeh et al., 2017) and turnover (Chullen, 2018). The effect of the
additional stressors related to COVID-19 on burnout, compassion fatigue, and
compassion satisfaction within hospice lacks research. Research predominately focuses
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on burnout and compassion fatigue in nurses. However, many other disciplines interact
significantly with patients and families, including physicians, home health aides, social
workers, chaplains, volunteers, and support staff. Few comparisons exist between the
disciplines, and most research fails to explore the factors adding to burnout or protecting
against it, such as compassion satisfaction or faith. Critical evaluations of work
environments, including support, resources, and climate concerning compassion fatigue
and burnout, are lacking.
Additionally, the research presents conflicting opinions on whether faith relates to
the alleviation or prevention of burnout and compassion fatigue, with some indicating
that it causes an increase (Karadag Arli et al., 2017) and others stating it decreases
burnout (Palmer et al., 2020; Polat et al., 2020). Therefore, researchers must find ways to
combat burnout and compassion fatigue in healthcare (Nolte et al., 2017). Furthermore,
while research indicates burnout and compassion fatigue levels for this population, most
do not report the effect of burnout and compassion fatigue on the organization itself,
whether reporting call-offs, turnover, or patient satisfaction. In addition to staff burnout
and compassion fatigue, organizational information provides necessary data to create
targeted interventions to improve hospice practitioners' quality of life. For example,
research lacks data to evaluate the differences between employee turnover or the adverse
effects of burnout, such as decreased patient satisfaction during the COVID-19 pandemic
and previous years. Additionally, research fails to address how burnout and compassion
fatigue differ between the various disciplines working within a hospice organization,
limiting researchers' ability to differentiate between interventions aimed at multiple
disciplines. This study sought to fill a significant gap by providing data to understand
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burnout, compassion fatigue, and compassion satisfaction for hospice workers within
different fields during a global pandemic and evaluating if faith is a factor in coping with
or preventing burnout and compassion fatigue for these individuals.
Purpose of the Study
The purpose of this quantitative correlational study was to examine how
individual faith was related to burnout, compassion fatigue, and compassion satisfaction
in hospice practitioners who are working during the COVID-19 global pandemic and
identify if differences exist between the experiences of each discipline.
Research Question(s) and Hypotheses
RQ 1: Is there a relationship between personal faith and burnout among hospice
practitioners?
RQ 2: Is there a relationship between personal faith and compassion fatigue
among hospice practitioners?
RQ 3: Is there a relationship between personal faith and compassion satisfaction
among hospice practitioners?
RQ 4: Do the individual disciplines within hospice experience different levels of
burnout?
RQ 5: Do the individual disciplines within hospice experience different levels of
compassion fatigue?
RQ 6: Do the individual disciplines within hospice experience different levels of
compassion satisfaction?
RQ 7: Is there a difference in the burnout scores and the perceived stress of
COVID-19?
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RQ 8: Is there a difference in the compassion fatigue scores and the perceived
stress of COVID-19?
RQ 9: Is there a difference in the compassion satisfaction scores and the perceived
stress of COVID-19?
RQ 10: Is there a difference in the number of call-offs pre- and post-COVID-19?
RQ 11: Is there a difference in employee turnover pre- and post-COVID-19?
RQ 12: Is there a difference in patient satisfaction scores pre- and post-COVID19?
Figure 1
Illustration of relationship of variables

Alternative Hypotheses
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Hypothesis 1: A statistically significant relationship will be evident between faith
and the experience of burnout.
Hypothesis 2: A statistically significant relationship will be evident between faith
and the experience of compassion fatigue.
Hypothesis 3: A statistically significant relationship will be evident between faith
and the experience of compassion satisfaction.
Hypothesis 4: A difference will be apparent between the burnout levels exhibited
between disciplines within hospice.
Hypothesis 5: A difference will be apparent between the compassion fatigue
levels exhibited between disciplines within hospice.
Hypothesis 6: A difference will be apparent between the compassion satisfaction
levels exhibited between disciplines within hospice.
Hypothesis 7: Burnout will be positively related to the perceived stress of
COVID-19.
Hypothesis 8: Compassion fatigue will be positively related to the perceived
stress of COVID-19.
Hypothesis 9: Compassion satisfaction will be positively related to the perceived
stress of COVID-19.
Hypothesis 10: There will be a statistically significant difference between the
number of call-offs pre- and post-COVID-19.
Hypothesis 11: There will be a statistically significant difference between
employee turnover numbers pre- and post-COVID-19.
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Hypothesis 12: There will be a statistically significant difference between patient
satisfaction scores pre- and post-COVID-19.
Assumptions and Limitations of the Study
This study's key challenges included gathering a significant pool of participants.
During the COVID 19 pandemic, practitioners' workload may have limited the
individuals willing to complete the survey. For example, an organization may have one
chaplain, social worker, or medical director so that each discipline could be represented
by as low as one individual.
The limited funding and time limitations to complete the dissertation process are
also concerns. Research on the relationship between faith and the experience of burnout
and compassion fatigue was limited and often conflicted with other studies; stating it
either protects individuals from developing burnout and compassion fatigue (Palmer et
al., 2020; Polat et al., 2020) or increases burnout and compassion fatigue (Karadag Arli et
al., 2017). Previous research focuses on specific disciplines, lacking comparisons
between fields. Although this study focused on the relationship between burnout and
compassion fatigue in hospice practitioners during a global pandemic, additional and
unidentified factors may influence the burnout and compassion fatigue scores presented
in the research. Individuals participating in the study may have engaged in self-reported
data bias, which Saeedi et al. (2020) explained as the tendency, especially in individuals
with a repressive personality type, to self-report information in a positive manner,
therefore skewing the data. Fitting with this type of behavior, the participants in the study
may have changed their answers to match what they believed the researcher intended to
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hear. Responses of this type would not accurately assess what is occurring with the
individuals participating in the study, therefore limiting the effectiveness.
Theoretical Foundations of the Study
The theoretical framework for this study stemmed from the job demands-resource
model. Job demands for hospice practitioners include organizational, physical, and social
job factors, creating adverse psychological and physiological outcomes (Stensland &
Landsman, 2017). Burnout occurs whenever workers must sustain high levels of effort,
which depletes the resources available to the individual (Stensland & Landsman, 2017).
Resources may stem from the organization or an individual's resources (Schaufeli, 2017).
This model exemplifies the ability to monitor employees to prevent burnout and increase
work engagement (Schaufeli, 2017). Research also focuses on using this model to
identify information that would assist managers in making decisions to improve nurses'
mental health and patient safety (Cheng et al., 2020).
Research also centers on factors that may buffer against job demands to avoid
employee burnout. This study builds on the previous research by evaluating the ability of
individual faith to buffer against the development of burnout in employees. However,
contrary to that study, Möckli et al. (2020) also assessed the job demands-resource model
within an organization with low demand and high resources, illustrating how these results
differ depending on the organization.
Consideration was given to the conservation of resources theory as research
indicates that resource loss or the threat of losing resources increases burnout among
nurses (Prapanjaroensin et al., 2017). However, this was not a good fit. The job demands-
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resource model is more robust and addresses how job demands also affect burnout
regardless of whether resources are abundant or lacking.
Biblical Views of Burnout and Compassion
The effects of and responses to burnout are visible throughout the Old and New
Testaments. For example, Elijah becomes so burned out from his ministry that he
specifically prays for death (King James Bible, 1769/2017, 1 Kings 19:4). Exodus 18:1423 discusses how Moses’ duties, such as inquiring of God for the people, handling
disputes, and being available to the Israelites from dawn till dusk, began burning him out.
Jesus compares the weight of this world's burdens to the yokes placed upon oxen
(Matthew 11:28-30). Biblical guidance for coping with burnout instructs believers to
engage in self-care behaviors such as paying attention to diet and rest (1 Kings 19:5-8),
sharing burdens with God (Matthew 11:28-30), praying for God's strength (Romans
12:11-13), and relying on God's power and provision (Isaiah 40:28-31).
Similarly, the Bible displays the importance of compassion, which often decreases
in the presence of burnout. Creation cannot show empathy for others without first
experiencing the mercy of God (2 Corinthians 1:3-4). Additionally, the Bible instructs
believers to become emotionally involved with those around them, sharing their joys and
sorrows (Romans 12:15). Finally, working with people requires patience, humility,
kindness, and understanding (King James Bible, 1769/2017, Colossians 3:12-13).
The Bible indicates a clear relationship between knowing God's compassion and
the ability to display that compassion to others. Furthermore, God guides individuals on
how to prevent and deal with burnout. This information suggests that the strength a
believer gains from a relationship with God to avoid burnout and deal with the adverse
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effects may provide a protective factor for individuals working within the hospice
organization. Hospice personnel and management who believe in the Bible's tenets and
live out these instructions may positively impact the working environment to decrease the
harmful effects of burnout and compassion fatigue (Harris & Griffin, 2015). Research
also suggests that organizational support and resources are essential factors in preventing
burnout (Baek et al., 2020; Hotchkiss & Lesher, 2018; Sullivan et al., 2019). This
relationship requires further investigation.
Definition of Terms
The following is a list of definitions of terms used in this study.
Faith – Term one is the belief in a god, God, or the teaching or doctrines of a religion
(Dictionary.com, 2021).
Burnout– Term two refers to mental, emotional, and physical exhaustion caused by
prolonged exposure to stress that limits an individual's ability to perform job functions
well (Stamm, 2010).
Compassion Fatigue – Term three is defined as depression, anger, and exhaustion is
typically seen in burnout and negative feelings from traumatic work experiences and fear
(Stamm, 2010).
Compassion Satisfaction – Term four is the gratification individuals feel when they
sense their work is done well or pleasure from contributing to meaningful work (Stamm,
2010).
Secondary Traumatic Stress – Term five is defined as stress that occurs after
experiencing a traumatic or stressful event, possibly leading to difficulty sleeping,
avoiding reminders of an event, and intrusive images (Stamm, 2010).
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Hospice and Palliative Care– Term six is defined as two separate concepts which work
in conjunction with one another. Hospice care is defined as care provided to individuals
with terminal illnesses, which focuses on comfort and quality of life when treatment is
ineffective or reduces the quality of life. Palliative care occurs when the individual has a
terminal illness and is still attempting curative treatment (U.S. Department of Health &
Human Services, 2021).
Spirituality – Term five is defined as recognizing the connections individuals share with
a higher power grounded in compassion, bringing purpose and meaning to life (Brown,
2018).
Disciplines – Term six is a registered nurse, licensed practical nurse, certified nursing
assistant, social worker or counselor, chaplain, doctor, director, management,
administrative, volunteer, or others. These categories indicate different jobs and
responsibilities within hospice organizations.
Significance of the Study
This study is significant as it adds to current research on burnout and compassion
fatigue in hospice practitioners by focusing not only on the levels these practitioners
experience but also on the factors that either add to or protect individuals from
developing symptoms of burnout or compassion fatigue. Additionally, the information
gained from this study informs future interventions to both help decrease levels of
burnout or compassion fatigue in hospice practitioners or prevent practitioners from
developing these symptoms. It also helps to differentiate the interventions by
acknowledging the different factors affecting these symptoms depending on the discipline
of the employee. This study fills a gap in the current research concerning burnout,
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compassion fatigue, and compassion satisfaction levels during the COVID-19 global
pandemic by signifying the role of faith in developing these factors. It also looks at all the
workers within a hospice organization rather than on a population segment.
Summary
Individuals who work within hospice and palliative care experience significant
stress while providing care to patients and families at the end of life. The COVID-19
global pandemic created additional responsibilities and stressors for those working within
the healthcare sector. Current research examines singular disciplines within an
organization rather than addressing the full organization or how burnout affects
reportable areas such as call-offs, turnover, and customer satisfaction. This study adds to
the existing research on the burnout, compassion fatigue, and compassion satisfaction
experienced by hospice and palliative care workers by examining the relationship
between faith and the experience of burnout, compassion fatigue, and compassion
satisfaction for hospice workers during the COVID-19 global pandemic. Additionally, it
addresses any differences in these variables between the disciplines within the hospice
organizations. Finally, this study compares the differences between the number of calloffs, turnover, and patient satisfaction before and after COVID-19.
The next chapter addresses the current studies relating to the variables within the
study. This includes sections addressing burnout, compassion fatigue, compassion
satisfaction, faith, individual disciplines, factors that increase the prevalence or prevent
the development of the variables, and COVID-19. It also addresses burnout, compassion
fatigue, and compassion satisfaction from a Christian worldview, highlighting the
Biblical basis for the study.
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CHAPTER 2: LITERATURE REVIEW
Overview
This study grew from the literature that expressed concern over the prevalence
and increase of burnout and compassion fatigue among hospice and palliative care
workers despite the numerous studies about this phenomenon (Ogińska-Bulik &
Michalska, 2020). They suggested that the phenomenon is not new but lacks effective
strategies for decreasing burnout and compassion fatigue in this population. To address
this phenomenon adequately, one must first understand how burnout and compassion
fatigue present among the separate disciplines within hospice organizations, the factors
leading to the development of burnout and compassion fatigue, and the factors that
protect individuals from developing burnout and compassion fatigue.
While there are many facets to burnout and compassion fatigue, this study views
burnout and compassion fatigue through the lens of faith and the impact of spiritual
beliefs and practices on the development of burnout and compassion fatigue. Inspired by
a survey of the literature, this researcher postulated the following:
1. There is a connection between faith and the experience of burnout,
compassion fatigue, and compassion satisfaction.
2. There is a difference between the levels of burnout, compassion fatigue, and
compassion satisfaction among the disciplines within a hospice organization.
3. There is a difference between the levels of burnout, compassion fatigue, and
compassion satisfaction experienced by hospice workers before and after the
COVID-19 global pandemic.
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This chapter provides data to uphold these observations and rationalize the need
for research. Observation one is addressed in the faith and burnout or compassion fatigue
and compassion satisfaction sections. Observation two is addressed in the section titled
prevalence of burnout, compassion fatigue, and compassion satisfaction among hospice
workers. Finally, observation three is addressed in the COVID-19 section.
Description of Search Strategy
The search for appropriate literature from the Jerry Falwell online library at
Liberty University began using keyword searches for peer-reviewed articles written in
2016 or later and in English. The top search terms included burnout, compassion fatigue,
compassion satisfaction, hospice, faith, spirituality, religion, physician*, nurs*, social
work*, chaplain, aide*, and volunteer. These criteria resulted in over 3,000 articles.
Evaluation of the results ensured that the articles addressed burnout, compassion fatigue,
or compassion satisfaction among any discipline within a hospice organization. The
additional evaluation addressed the inclusion of faith with either burnout, compassion
fatigue, compassion satisfaction, or the disciplines within hospice organizations. This
review led to the use of 132 articles, which met all criteria. The search strategy for a
Biblical review began with a word study for burnout, compassion, fatigue, and rest. This
review also included articles addressing the impact of faith on burnout in any capacity.
Review of Literature
Current literature on burnout among hospice workers illustrates the data that
informs the current understanding of this phenomenon and displays how frequently
research focuses on individual disciplines within the organizations. Researchers present
significant support for burnout and compassion fatigue, creating adverse issues for
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individuals and organizations while highlighting areas that may prevent this phenomenon
or decrease the adverse effects. Researchers must understand the impact of burnout on all
disciplines within hospice as the negative effects may lead to medical errors, fatigue, and
even suicidal ideation among staff (Tawfik et al., 2018). Additionally, research estimates
the financial burden of burnout leading to turnover or reducing clinical hours at
approximately $4.6 billion throughout the United States each year (Han et al., 2020). The
research also highlights changes necessary at institutional, team, individual, and policy
levels to improve the self-care and resiliency of hospice and palliative care staff (Horn &
Johnston, 2020).
Prevalence of Burnout, Compassion Fatigue, and Compassion Satisfaction in
Hospice Workers
Authors made a distinction throughout research between burnout and compassion
fatigue. Some authors indicated that burnout refers to decreased energy and excitement,
whereas compassion fatigue refers to an individual's frustration when delivering services
(Abbaszadeh et al., 2017). Attributes of burnout include burnout developing over time,
including emotional exhaustion, cynicism, and hopelessness (Henson, 2020). Conversely,
compassion fatigue emerges suddenly, involves physical and emotional exhaustion,
includes feelings of apathy and helplessness, and encompasses desensitization to patients
and families or depersonalization (Henson, 2020). Additionally, a significant positive
relationship exists between burnout and compassion fatigue (Jarrad & Hammad, 2020).
Unfortunately, research infrequently addresses the relationship between burnout
and compassion fatigue (Abbaszadeh et al., 2017). One aspect of hospice work that may
lead to burnout among rural hospice organizations is the blurring of professional
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boundaries when staff must care for friends, family members, or colleagues (Thomas,
2019). In recent years, some studies have found higher levels of burnout among nurses
and social workers, suggesting that this issue continues to increase in severity despite the
amount of research in this area (Ogińska-Bulik & Michalska, 2020). The analysis
surmises that those experiencing burnout are vulnerable to the development of secondary
traumatic stress and compassion fatigue (Ogińska-Bulik & Michalska, 2020). With the
high levels of burnout in hospice and palliative care, research suggests routine monitoring
of employee burnout within organizations while comparing these numbers with the
impact burnout has on the quality of patient care (Harrison et al., 2017). Surprisingly,
research also shows that burnout is lower in palliative care organizations than in other
settings, while personal satisfaction is higher (Parola et al., 2017). These contradictions
indicate a need for additional studies whose findings are more generalizable to hospice
and palliative care organizations worldwide.
Additionally, research into secondary traumatic stress suggested a need to
reclassify this as post-traumatic stress disorder (PTSD) as individuals working closely
with human suffering and dying fit the criteria for the development of PTSD (Samson &
Shvartzman, 2018). These individuals also utilize similar mechanisms when exposed to
this trauma. Samson and Shvartzman (2018) studied the occurrence of dissociation
among practitioners to cope with the patient's imminent death and suggested that
individuals who dissociate in these instances experience a higher risk of developing
secondary traumatic stress. Secondary traumatic stress is an acceptable surrogate term for
compassion fatigue as both words reflect the same concepts, although most nurses prefer
the term compassion fatigue (Sorenson et al., 2017)
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Individually, staff members may notice the onset of burnout whenever they start
seeing a reluctance or sense of dread when thinking about returning to work, which also
affects their ability to care compassionately for patients and family members (Lehto et
al., 2020). Research is unclear whether organizations focus on increasing self-awareness
of these symptoms for employees. Interestingly, a study from Möckli et al. (2020) found
lower levels of burnout among home care staff than those working in a hospital setting.
Despite the knowledge regarding the prevalence of burnout within hospice and
palliative care, Hill et al. (2016) indicated that high-quality research and effective
interventions are lacking. Additionally, Lehto et al. (2020) suggested that although
research is beginning to focus on burnout during the pandemic, all interdisciplinary
teams' shared experiences lack representation in that research. Furthermore, the focus on
research within homogeneous groups prevented researchers from differentiating between
the shared experiences of the groups (Lehto et al., 2020). Also, research failed to
differentiate between specialties or sub-domains when evaluating burnout (Watson et al.,
2019).
Another factor in all domains of hospice and palliative care practitioners and
death exposure is the individual attitude toward death, which may cause additional stress
or provide growth through touching experiences (Zanatta et al., 2019). Many individuals
view additional stressors in a work environment as negative, while this is not always the
case. Palliative care workers may experience exposure to traumatic events, but this may
also allow post-traumatic growth (Zanatta et al., 2019).
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Nurses
The majority of articles relating to burnout among hospice practitioners evaluate
this phenomenon in nursing staff (Abbaszadeh et al., 2017; Barnett et al., 2018; Barnett et
al., 2019; Cavanagh et al., 2019; Clayton et al., 2019; Ding et al., 2015; Fida et al., 2018;
Gómez-Urquiza et al., 2020; Henson, 2020; Ingebretsen & Sagbakken, 2016; Melvin,
2012; Ogińska-Bulik & Michalska, 2020; Ortega-Campos et al., 2020; Peters et al., 2012;
Prapanjaroensin et al., 2017; Rizo-Baeza et al., 2018; Velando-Soriano et al., 2019).
Although many articles did not provide statistics regarding burnout among these nurses,
significant attention was on the harmful effects of burnout within the nursing profession.
For example, the emotional exhaustion nurses experience with burnout increases the
likelihood that a nurse will consider quitting and searching for a new job (Chullen, 2018).
Articles also addressed how the turnover of nurses negatively affects an organization
through losses in productivity, increased costs from overtime to cover the missing nurse,
and training to replace the nurse (Hayes et al., 2012). The turnover also creates additional
impacts with the possibility of losing significant organizational knowledge, which is not
easily replaced (Hayes et al., 2012). According to Lee et al. (2009, as cited in Hayes et
al., 2012), other negative impacts of nursing turnover are the decrease in the well-being
of remaining nurses and, in some instances, increases in medical errors or adverse events.
In a study of Jordanian nurses, research also suggested that nurses who frequently
consumed substances such as anti-anxiety drugs, anti-depressants, power drinks, sleeping
pills, and cigarette smoking reported significantly higher compassion fatigue scores than
those who did not (Jarrad et al., 2018). This study suggested that many factors affect the
development of compassion fatigue.
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Rizo-Baeza et al. (2018) indicated that roughly one-third of the nurses in their
study presented with either a component of burnout or overall burnout. Following the
outbreak of COVID-19, researchers in Belgium found that the overall burnout risk among
intensive care unit nurses was 68% (Bruyneel et al., 2021). Additionally, cancer nurses
are at high risk for developing secondary traumatic stress (Hunt et al., 2017). Although
compassion fatigue is a common subject among nurses, it lacks a comprehensive
definition in the context of palliative care. Cross (2019) defined compassion fatigue in the
context of palliative care nursing as:
The result of compassion and empathy in the palliative care provider with chronic
professional exposure to suffering and repeated exposure to stressors. It is the
state where compassion and empathy are lost, demonstrated by emotional and
psychological, intellectual and professional, physical, social, and spiritual
characteristics that, if left unattended, result in disinterest, moral distress, burnout,
and breakdown. (p. 26)
This definition provides context to understand the multiple domains of an employee's life
that are affected when employees and organizations do not address the stressors or
individual's resiliency.
Research suggested that compassion fatigue among nurses has increased steadily
between 2010 and 2019, with Asian countries exhibiting the highest levels of compassion
fatigue while Europe and the Americas have the lowest levels (Xie et al., 2021).
However, regardless of which countries have the highest and lowest levels of compassion
fatigue, these findings highlighted the need for policies to address this phenomenon
worldwide (Xie et al., 2021). Additionally, research suggested that a nurse’s level of
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burnout may relate to their perception of social support, especially that of their significant
others (Chastali-Sitara et al., 2020).
Physicians
Research on burnout with physicians addressed the adverse outcomes for
organizations like poor patient outcomes or decreased quality and safety and the negative
effects on the individual, such as increased substance abuse, depression, and suicidal
ideation (Harolds, 2020). Lower professional quality of life for physicians and rates of
nearly 50% of physicians reporting burnout throughout the nation indicate an
unacceptable burden on this population (Grow et al., 2019). These authors also suggested
systemic issues within organizations such as increasing workloads without hiring
sufficient staff to support those workloads or productivity-based compensations as
significant contributors to burnout among physicians. Researchers report a lack of studies
focusing on different specialties and healthcare systems, indicating that many existing
studies suggested conflicting results (West et al., 2018).
Another area of concern for physicians is electronic medical records, which
increase hospital administration's ability to monitor and critique physicians, increasing
physicians' scrutiny and workload (West et al., 2018). Moreover, the impact of COVID19 on physicians shows higher levels of burnout among female physicians (Alrawashdeh
et al., 2021), stating that working mothers must devote additional time to both unpaid
domestic tasks and caring for children (Amanulla & Shankar, 2020). Other factors
contributing to physician burnout during COVID-19 include the lack of personal
protective equipment contracting COVID-19, working more than 48 hours per week, and
being required to work night shifts (Alrawashdeh et al., 2021).
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Certified Nursing Assistants and Home Health Aides
Few articles addressed the experience of burnout with home health aides or
certified nursing assistants. The existing reports indicated that finding meaning in work
and experiencing significant organizational support decreased the experience of burnout
within this discipline. A study of this population in New Zealand highlighted the familial
bond between health care assistants and dying patients while also detailing the difficulties
these individuals face when interacting with the multidisciplinary team. They do not feel
their contributions are acknowledged (Fryer et al., 2016). Certified nursing aides are a
vulnerable population at risk of developing burnout, and among that population,
individuals who are younger or in permanent positions have the highest chance (Molero
Jurado et al., 2018).
Social Workers
Research addressing burnout and compassion fatigue in social workers is sparse.
In one study, over 40% of participants reported moderate levels of emotional exhaustion,
and 15% with high levels of emotional exhaustion, indicating that over half of the
participants exhibited emotional exhaustion (Quinn-Lee et al., 2014). Additionally, the
responses from 76% of these individuals indicated low levels of personal
accomplishment (Quinn-Lee et al., 2014). Research into the well-being of mental health
workers is sparse and frequently suffers from small sample sizes, the use of convenience
samples, and other methodological limitations (Morse et al., 2011). These authors also
indicated that although burnout among mental health workers appears to be an issue,
basic research on this topic is necessary. Social workers are expected to remain on the
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frontlines of the COVID-19 pandemic to assist with the current turmoil in society, which
may lead to personal and professional burnout (Peinado & Anderson, 2020).
A study conducted by Pelon (2017) found that hospice social workers show
moderate to high levels of compassion fatigue and compassion satisfaction while
showing that compassion fatigue levels decreased as compassion satisfaction levels
increased. One finding from this study that significantly added to the knowledge base
indicated that face-to-face meetings between social workers and their supervisors help
social workers cope with their work stressors more effectively than through email or
phone conversations. This study also suggested that compassion satisfaction numbers
were lower in larger hospice organizations (Pelon, 2017).
Chaplains
Research differentiates between burnout among chaplains working in healthcare
organizations and those working in palliative care, showing a higher prevalence of
burnout among palliative care professionals (White et al., 2019). Research regarding
chaplains in hospice highlight the difference between burnout, compassion fatigue, and
compassion satisfaction, highlighting the ability of compassion satisfaction or finding
meaning and satisfaction in their work to protect chaplains against the development of
burnout and compassion fatigue (Hotchkiss & Lesher, 2018). Unfortunately, chaplains
working within hospice and palliative care units receive little consideration in research.
Burnout among chaplains is available for other types of organizations. It even evaluates
how exposure to trauma, such as in the Veterans Administration (McCormick et al.,
2017), often does not include constant exposure to death.
Volunteers

25
Research suggested that over 40% of hospice volunteers do not continue past the
first two months in this role and indicated that negative aspects such as dealing with the
suffering of others, fear of making a mistake, and not feeling valued might contribute to
the decision to leave (Phillips et al., 2014). The levels of burnout within this study were
low, which researchers contributed to working fewer hours, having a more social role,
and having more flexibility in the work they do (Phillips et al., 2014). Although authors
listed resilience as a protective factor against the development of burnout and compassion
fatigue among hospice volunteers, research into the mechanisms for building resilience
within this population is limited (Jo et al., 2020). A study of Korean hospice volunteers
found a moderate positive relationship between compassion satisfaction and resilience
and a moderate negative relationship between compassion fatigue and resilience (Jo et al.,
2020).
Additionally, in research comparing hospice volunteers to paid employees,
researchers found that volunteers show significantly lower fear of death and considerably
higher levels of psychological well-being than paid staff (Zana et al., 2020).
Unfortunately, the cross-sectional design of this study prevented the ability to determine
cause-effect conclusions. The authors also suggested that the occasional lack of training
among Hungarian hospice volunteers may create a lack of respect from paid staff while
simultaneously supporting paid staff in a manner that decreases staff supporting paid staff
to decrease stress (Zana et al., 2020).
Though research focusing on the burnout of volunteers is sparse, Coleman and
Walshe (2021) provided a synthesis of themes present among hospice volunteers. These
individuals frequently express conflicting feelings, occasionally feeling uncertain of their
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roles and worn out from the frequent exposure to death. Additionally, role frustrations
occur when patients and families exhibit conflicting expectations of the volunteer's role
and responsibilities. These individuals also expressed discomfort regarding conversations
family members may have had in the patient's presence which may have caused the
patient distress and constant exposure to patient suffering. Surprisingly, these volunteers
also indicated that the appreciation and inspiration received in this role made the
previously mentioned challenges more manageable.
Causes of Burnout and Compassion Fatigue
Workload
Research involving social workers within hospice and palliative care indicated
that consistent exposure to death might create increased anxiety regarding personal or
family mortality when caring for individuals close in age to the individual or family
members (Quinn-Lee et al., 2014). The unpredictable nature of hospice work, with deaths
or emergencies occurring during an individual's shift, may also affect the work-life
balance and cause significant stress (Lehto et al., 2020). Additional factors leading to
burnout include large workloads, difficulties when dealing with a patient's family, and
institutional issues such as limited time to communicate with coworkers regarding patient
care or not feeling heard by management when addressing concerns (Quinn-Lee et al.,
2014). The sheer amount of communication within a workday may also cause stress when
it interrupts necessary tasks, making completing those tasks take significantly longer
when answering calls or dealing with interruptions from coworkers and attempting to reengage in the initial responsibility (Lehto et al., 2020). When patients or family members
struggle to accept or understand the prognosis or a dysfunctional family system, the duty
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to process the illness or facilitate healing within the family falls to the social worker. It
may also lead to burnout (Quinn-Lee et al., 2014).
In addition to the high caseloads for hospice workers, working long hours isolated
from colleagues may contribute to burnout (Harrison et al., 2017). Furthermore,
depending on the work location, individuals may need to wake much earlier to shovel and
clean off vehicles before traveling a significant distance in poor weather to see patients
(Lehto et al., 2020). Additionally, a lack of control over an individual workload is
associated with higher burnout, requiring interventions that empower practitioners to
develop an acceptable level of control of the workload or manage it (Olson et al., 2019).
The use of technology within the medical field, specifically electronic medical
records, laptops, and other virtual means, may also add to the workload of hospice
workers (Lehto et al., 2020). Examples of this include situations when the equipment
malfunctions and causes the individuals to complete work a second time because of lost
data or experience connectivity issues that prevent the completion of notes (Lehto et al.,
2020).
Environment
Environmental concerns such as a lack of adequate resources, unrealistic
expectations from the organization, and difficulty communicating within the team,
contribute significantly to burnout among nurses in hospice and palliative care (Peters et
al., 2012). When an individual perceives high levels of support within an organization, it
decreases the experience of burnout, as it adds to the resources available to the
professional, yet additional research is needed to determine the extent to which social
support is necessary to prevent burnout (Hamama et al., 2019; Velando-Soriano et al.,
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2019). Additionally, when individuals are happy with the work-life balance, they also
experience lower levels of burnout (Barnett et al., 2018). When organizational justice is
lacking and individuals perceive system unfairness or conflicts between corporate and
professional values, burnout increases (Harrison et al., 2017). Bashkin et al. (2021)
suggested that organizational level concerns and negative opinions on how the
organization or management handled the COVID-19 crisis led to increased burnout
among staff.
Environmental factors do not just refer to how the organization is run. Myriad
factors related to then interactions within the organization influence burnout for
employees. For instance, patients, especially geriatric or those with psychiatric diagnoses,
may become aggressive with staff, leading to burnout for the nurses (Vincent-Höper et
al., 2020). Additionally, the authors explored the fit or misfit individuals have with their
work environment, which may also lead to burnout in the case of environmental misfits
(Brandstätter et al., 2016). The implicit motives evident in the fit/misfit literature
involved fundamental processes critical for psychologists exploring industrial
organization (I/O) (Brandstätter et al., 2016). Interestingly, compassion within a work
environment, especially from supervisors, negatively impacts burnout and positively
impacts employees' organizational citizenship behaviors (Eldor, 2017). Furthermore,
when individuals experience incivility within the workplace, this may also lead to
emotional exhaustion, indicating the interrelated nature of burnout factors (Fida et al.,
2018).
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Emotional Involvement
Grief is an emotional expression of the labor hospice workers exerts daily.
Organizational culture may preclude these workers from expressing grief in the
workplace if the culture values internalization of emotion over displaying it (Funk et al.,
2017). Some workers view grief as a negative emotion, creating emotional distance from
patients and families while preventing them from expressing it freely (Funk et al., 2017).
Conversely, some workers allow emotional intimacy with patients and families, which
can be emotionally exhausting and satisfying for the hospice worker (Funk et al., 2017).
Unfortunately, many hospice workers lack ample time and space to process emotional
responses to work, which places the burden for coping with grief solely on the individual
(Funk et al., 2017). Another term for dealing with emotional responses is emotional labor
(DiCicco-Bloom & DiCicco-Bloom, 2019). This emotional labor should be an
organizational problem, not merely personal (DiCicco-Bloom & DiCicco-Bloom, 2019).
When coworkers or supervisors do not support a hospice worker's emotional labor or
suppress the worker's ability to discuss emotional responses, the chance of developing
burnout increases (DiCicco-Bloom & DiCicco-Bloom, 2019).
Research also addressed faking emotions when experiencing compassion fatigue
and suggested that negative emotions are feigned more frequently than positive emotions
(Barnett et al., 2019). Research indicated that burnout levels are higher in long-term care
workers who experience the emotional responsibility of caring for over 11 impending
patients within a six-month timeframe (Puyat et al., 2019).
Hospice workers who develop unrealistic patient care expectations, such as
expecting to provide optimal care to patients, may feel dissatisfied or guilty. In contrast,
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feelings of powerlessness as professionals may increase emotional challenges
(Ingebretsen & Sagbakken, 2016). Nurses may also have problems disconnecting from
work when patients are near death and check their phones frequently during their time off
for updates (Lehto et al., 2020).
Interestingly, research suggested that individuals who express negative attitudes
about expressing emotions toward patient deaths experience higher burnout scores
(Granek et al., 2017). Not only does the emotional nature of hospice work affect burnout,
but the way practitioners view the expression of those emotions may be just as important.
COVID-19
During a recent multidisciplinary study of palliative care workers during the
COVID-19 global pandemic, nearly 70% of the comments during the responses
addressed either personal or professional burdens (Rosenberg et al., 2020). These authors
also indicated that research does not focus on the professional and personal impact this
phenomenon has caused on palliative care clinicians. Beginning in 2019, the additional
pressures from lockdown, degraded work conditions, lack of resources, and the risk of
exposure to the virus increased stress for medical personnel (Lefèvre et al., 2021). In
addition, individuals expressed exhaustion related to the inability to create a healthy
work-life balance as childcare and schooling changes increased the workload for the
employees (Lefèvre et al., 2021). Throughout COVID-19 research regarding the impact
on surgeons, researchers found support for burnout as a multifactorial experience,
especially within different generations or experience levels (Romanelli et al., 2020).
Since COVID-19, the ability of healthcare workers to use nonverbal
communication has decreased significantly, with the addition of personal protective

31
equipment, wearing masks that also muffle voices and prevent patients from viewing
empathy from facial expressions (Haefner, 2021). Additionally, workloads increased as
hospital admissions rose, occasionally leading to a shortage of beds and equipment,
increasing anxiety, and the blurring of professional roles (Haefner, 2021). Nevertheless,
researchers maintained the importance of evaluating healthcare workers' mental health,
especially during a pandemic when compassion fatigue and burnout were at medium to
high levels in multiple settings (Ortega-Galán et al., 2020). Research suggested that the
added stress from COVID-19 places healthcare workers at risk of developing mental
health disorders or other psychological symptoms (Buselli et al., 2020). The spotlight on
these individuals may provide positive reinforcement for continuing in the field, but the
effects of this additional stress lack research worldwide (Buselli et al., 2020).
Structural equation modeling by Rommer (2020) suggested that nearly 70% of
younger professionals reported a deterioration in their mental health due to the pandemic,
and 56% of respondents endorsed experiencing significant mental health problems. Some
factors leading to the high burnout among medical professionals include an increase in
the number of hours individuals need to work to provide quality care and frequent testing
for COVID-19 and being between the ages of 27 and 31 (Alsulimani et al., 2021).
Another factor leading to burnout, or the development of secondary traumatic stress, is
the increased exposure to patient death and pain, both physical and psychological (Orrù et
al., 2021).
COVID-19 also creates additional stressors for healthcare workers outside of
work commitments, such as difficulties with childcare arrangements, fears about
exposing family members to the virus, and coping with the deaths of loved ones from
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COVID-19 (Rosa et al., 2020). Additionally, the lack of consistent information and
guidance from leaders and policymakers and the increase in the use of telehealth
technology also affect healthcare workers' mental health (Rosa et al., 2020). In other
words, the perceived threat from COVID-19 and psychosocial factors helps to explain the
prevalence of burnout among nurses (Manzano García & Ayala Calvo, 2020).
Since the outbreak, few studies have addressed the variables that may be
mediators of the development of burnout. A Turkish study by Yildirim and Solmaz
(2022) highlighted the effect of resilience as a mediating factor. More research is
necessary to determine which factors increase resiliency within this population. Although
many articles addressed factors that increase burnout among physicians, an Italian study
by Varani et al. (2021) highlighted how the severity of psychological distress increased
significantly for primary care physicians in palliative care while the burnout was
significantly lower for those individuals than it had been in the previous four years.
Researchers are also developing new or modified scales to address the effects of
COVID-19 on individuals. Pedrozo-Pupo et al. (2020) modified the Perceived Stress
Scale-10 (PSS-10) to determine the levels of stress individuals perceive associated with
the COVID-19 global pandemic. Within this scale, they referred to it as an epidemic,
which follows the verbiage used by the country of origin, which is Columbia (PedrozoPupo et al., 2020).
Protective Factors against Burnout and Compassion Fatigue
Research suggested several factors are mediators of burnout among hospice
practitioners. Nurses who identify as individuals who effectively communicate all aspects
of hospice care, from comfortable to complex topics, experience lower levels of burnout
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than those who believe they lack communication skills (Clayton et al., 2019). Another
possible buffer against the development of burnout stems from the motivation for
entering the field or the satisfaction of providing support where it may have been lacking
in a personal experience before beginning this type of work (Quinn-Lee et al., 2014).
Others suggest that training to supplement an individual's ability to cope with the stress
of working in hospice and palliative care, whether problem-focused, emotion-focused, or
constructive, may prevent burnout (Peters et al., 2012).
Hospice professionals must also develop the ability to self-regulate emotions and
evaluate empathy's emotional and cognitive aspects to prevent burnout (Hunt et al.,
2017). Additionally, mindfulness skills accompanying emotion regulation skills
effectively reduce burnout (Jackson-Koku & Grime, 2019). Rational emotive behavior
therapy and other methods of increasing frustration tolerance are also helpful in
decreasing burnout (Potard & Landais, 2021). Coping mechanisms focusing on problemsolving strategies are significant predictors of compassion satisfaction (Al Barmawi et al.,
2019). Current research suggests that emotional intelligence levels moderate the adverse
impacts of burnout while improving job satisfaction (Soto-Rubio et al., 2020). Research
also indicated that the ability to create emotional distance with patients effectively
protects the mental health of nurses, although practical interventions to improve the
ability of individuals to implement these skills are missing (Kim et al., 2020). Individuals
who possess self-efficacy and stress management skills receive protection from these
skills to avoid symptoms of burnout (Molero Jurado et al., 2018). The availability of help
from coworkers is also a protective factor (Cox & Mainiero, 2017). Additionally, the
presence of usable and timely feedback from supervisors is beneficial for home care staff

34
who often work alone, independent from other team members (Möckli et al., 2020). A
healthy work-family balance and social support in the workplace mitigate depressive
symptoms that are an element of psychological distress and may lead to burnout or
compassion fatigue (Barnett et al., 2018).
Developing a sense of shared meaning between the individuals and the
organization while also addressing practices and policies that promote the wellness of
staff members are critical aspects of intervening against burnout from an organizational
level (Morse et al., 2011). For example, creating resiliency within staff by promoting
interventions to elicit a relaxation response has shown positive results in reducing
perceived stress among palliative care teams (Mehta et al., 2016). Additional
interventions to increase awareness of compassion fatigue and self-care skills effectively
decrease compassion fatigue and increase retention rates among certified nursing
assistants (Dreher et al., 2019).
Additional factors identified to increase resilience include leveraging personal
strengths, tracking activation during the day, setting healthy external boundaries, selfregulating emotions, recognizing cognitive distortions, developing realistic expectations
for one's performance, finding meaning in daily work, and committing to long-term
development (Back et al., 2016). In addition to these individual skills, workplace
engagement factors such as enabling control through some influence on decisions that
affect work and structuring rewards that are monetary, social, or recognition of a job well
done are crucial for reducing burnout. Additionally, building a community to support
clinicians and promote a culture where conflict management occurs openly prevents
individual clinicians from bearing the bulk of the effort. An organization that promotes
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fairness in decisions that affect clinician work and recognizes values that inspire
clinicians in a system's operations and priorities. Finally, organizations need to calibrate
the workload so that work demands do not exceed human limitations in reducing the risk
of burnout (Back et al., 2016).
Not surprisingly, many authors expressed the importance of the availability for
individuals to attend counseling, whether to express grief (Wohlever, 2020) or to cope
with workplace factors causing stress, such as aggressive patients (Vincent-Höper et al.,
2020). As counselors and social workers are part of the interdisciplinary teams within
hospice organizations, it appears as though this resource may need further exploration.
Compassion Satisfaction
While much research and focus centers on the negative factors of burnout and
compassion fatigue associated with hospice work, few discuss the benefits of compassion
satisfaction or increasing compassion satisfaction for employees. Within hospice,
individuals who can communicate directly and proactively about end-of-life experiences
have higher compassion satisfaction than those who display avoidant approaches to these
conversations (Granek et al., 2016). Unfortunately, few studies addressed factors that
increase compassion satisfaction within this population. Researchers displayed how
nurses working within hospice and palliative care may create satisfaction with the work
the nurses perform even when they address the need for changes within the work
environment (Head et al., 2019). A study of Iranian nurses suggested that compassion
satisfaction is a protective factor against the development of compassion fatigue (Zakeri
et al., 2020). This study also indicated that individuals scoring higher on compassion
satisfaction scored lower on compassion fatigue and burnout and were more clinically
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competent. Surprisingly, compassion satisfaction levels across multiple studies did not
display similar results as seen in burnout and compassion fatigue among healthcare
workers. A study of nurses across multiple specialties in California displayed results
below the necessary cutoff scores for the measure used (Kawar et al., 2019). They
suggested a need for organizations to address and increase the compassion satisfaction of
employees.
A study of Chinese nurses also found lower levels of compassion satisfaction than
previous studies while finding a relationship between stable marital relationships and
higher levels of compassion satisfaction (Wang et al., 2020). Within pediatric palliative
care, Kase et al. (2018) suggested that the nature of this population leads to high levels of
compassion satisfaction while pointing out that few studies address compassion
satisfaction within specific subfields of healthcare. Similarly, a study of social workers
showed that although they may display higher levels of work-related stress, they also
score high on compassion satisfaction (Senreich et al., 2019).
Sacco and Copel (2017) suggested eight outcomes related to compassion
satisfaction. The first was related to the capacity for individuals to deliver patient care
that is both meaningful and enthusiastic. The next three include the ability to improve
competency, engagement, and work performance. For the fifth outcome, team coherence
emerged from a positive work environment. Then, the sixth and seventh included
fortification against the development of compassion fatigue and preserving employees'
coping mechanisms and empathy. The outcome is positive influences on the work
environment. These outcomes are all necessary for healthcare workers to provide
effective care.
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Unexpectedly, Al-Majid et al. (2018) suggested that moderate levels of
compassion fatigue and compassion satisfaction in studies using the Professional Quality
of Life (ProQOL) scale may mean that this measure is not perceptive of the nature of
nursing work and unable to provide an accurate assessment of these factors for nurses.
Other studies did not echo this. The use of the ProQOL with nurse leaders and managers
showed higher compassion satisfaction levels, which supports the assertion that
differences in compassion satisfaction exist between disciplines (Remegio et al., 2021).
Additional support for the differences in compassion satisfaction stemming from different
disciplines and locations was also reported by Okoli et al. (2019). Another factor related
to higher compassion satisfaction is being female (Okoli et al., 2019). One factor related
to low compassion satisfaction is higher numbers of dependents, and compassion
satisfaction negatively correlates with compassion fatigue (Jarrad & Hammad, 2020).
During the COVID-19 global pandemic research nurses displayed higher levels of
compassion satisfaction than physicians, while levels were similar whether these
individuals were working in COVID-19 units or emergency departments (RuizFernández et al., 2020). Additionally, researchers suggested that amid COVID-19,
compassion satisfaction among medical teams in Wuhan, China, was average to high,
which was also associated with hand hygiene, leading to better infection control (Zhou et
al., 2020). These studies suggested that compassion satisfaction is critical for effective
care during COVID-19.
A meta-analysis of compassion satisfaction suggests that Asian regions show
lower levels of compassion satisfaction while Europe and the Americas show higher
levels (Xie et al., 2021). One factor that strongly influences compassion satisfaction is a
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positive relationship with colleagues; another is job satisfaction (Balinbin et al., 2020).
Other variables that influence increased compassion satisfaction include a secure
attachment style, self-kindness, a sense of common humanity, and a balanced attitude
(Buceta et al., 2019). Additionally, improvement within the nursing environment and
effective resource management may enhance employee compassion satisfaction (Baek et
al., 2020).
Faith and burnout, compassion fatigue, and another interesting component of
compassion satisfaction are related to emotion regulation strategies, specifically, a
positive association between compassion satisfaction and cognitive reappraisal (Măirean,
2016). High levels of compassion satisfaction are also associated with a lower level of
suppressing emotional responses (Măirean, 2016).
Compassion Satisfaction
The theme of segregation between fields continues with research associated with
faith. Research focuses on nurses, physicians (Schmidt & Roffler, 2021), and social
workers or counselors (Browning et al., 2019). This division makes it difficult to
determine if each group responds differently to the influence of faith. For example,
Schmidt and Roffler (2021) indicated that social support from attending services is
important for physicians, while Browning et al. (2019) stated that a future-focused hope
from spiritual beliefs is a strong predictor of compassion satisfaction among social
workers and counselors. A study of intensive care unit personnel in Asia indicated that
even having a religious belief rather than no beliefs protected individuals against burnout
and engaging in spiritual practices showed lower levels of burnout among participants
(See et al., 2018).
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Furthermore, Carneiro et al. (2018) analyzed the relationship between
religiousness and spirituality with burnout and resilience within a hospital setting, finding
that individuals who identify as or endorse more aspects of religiousness and spirituality
exhibit higher levels of resilience and fewer symptoms of burnout. The aspects of faith
analyzed within each study differ so significantly that a conclusion cannot be formulated
on which faith-related factors are most effective for hospice organizations. Additionally,
within research concerning healthcare and spirituality, many studies focus on the faith of
patients, not the staff providing the care (Ausar et al., 2021). With the increased
occupational stressor, both environmental and organizational, more research is needed to
understand how increasing the spiritual self-care for medical professionals may impact
burnout and turnover rates (Ausar et al., 2021). Research also addressed how higher
scores for workplace spirituality coincide with feelings of camaraderie and support,
creating an environment where workers feel comfortable asking for clarification and
higher levels of trust between employees (Iyer & Deshmukh, 2018).
Current research suggests that an individual's faith or religion assists the
individual with developing resiliency, which decreases the experience of burnout or
compassion fatigue by providing comfort to the believer during difficult times (Ang et
al., 2018). In a study of nurses evaluating these phenomena, data did not support a
relationship or effect on burnout or compassion fatigue from the spiritual orientation of
the nurses (Polat et al., 2020). However, the spiritual climate of an organization affects
job satisfaction, burnout, and turnover intentions (Cruz et al., 2020; Frey et al., 2018;
Zhang et al., 2019). Specifically, organizations with good spiritual environments
experienced lower levels of burnout and turnover intentions with higher levels of job
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satisfaction. Thankfully, researchers are also addressing the different levels impacted by
workplace spirituality, indicating that individual, unit, and organizational benefits are
useful at combating the stressors leading to burnout and compassion fatigue (Freund et
al., 2016). Although the levels of spirituality tend to differ between disciplines, religion
and spirituality help cope with work challenges instead of affecting clinical decisions
(Palmer et al., 2020). A study among Romanian trauma therapists also highlighted how
lower scores on the Daily Spiritual Experiences Scale (DSES) significantly correlated
with compassion satisfaction (Newmeyer et al., 2016). Research also discussed the
mediating role of emotion regulation skills between faith and quality of life (Akbari &
Hossaini, 2018).
When nurses are required to provide spiritual care to patients and families
regardless of their personal experiences and understanding of spirituality, burnout
increases (Karadag Arli et al., 2017). It appears to stem from the increased workload of
spiritual care's additional responsibility (Karadag Arli et al., 2017). For this reason,
researchers are also searching for ways to provide valuable training for hospice and
palliative care team members that will enhance their ability to provide spiritual care to
patients and families (Kang et al., 2021). This training included five modules, focusing
on evaluating spiritual care competencies and understanding a meaning-centered care
process that addresses existential needs. The third module built on the previous
understanding of meaning-centered care but focused on relational needs. Finally, a
module related to transcendental and religious needs ends with a model for implementing
this. Within hospice and palliative care, providers need to safeguard the spirituality of
patients and family members. These providers assist patients and family members cope

41
with grief, loss, guilt, or shame, and training is necessary to meet these needs effectively
(Kang et al., 2021).
Interestingly, some researchers chose a qualitative approach to studying the
influence of faith or spirituality on burnout, compassion fatigue and compassion
satisfaction, finding that participants discuss the importance of faith communities for
providing necessary support and reminders to engage in spiritual practices (Schmidt &
Roffler, 2021). Unfortunately, many participants indicated that they did not frequently
attend services because of time limitations from working as physicians (Schmidt &
Roffler, 2021). This may present a barrier for faith to mediate against burnout,
compassion fatigue, and compassion satisfaction as some hospice disciplines, such as
nurses and aides, require on-call periods, which may prevent attendance at religious
services.
Many authors considered the relationship between faith and burnout an underresearched area (Ingebretsen & Sagbakken, 2016; Karadag Arli et al., 2017; Palmer et al.,
2020). From a Christian perspective, burnout includes additional factors such as
indifference, apathy, and calling, with a significant overlap between depersonalization,
emotional exhaustion, and decreased feelings of personal accomplishment (Frederick et
al., 2017). These authors also suggested using strategies to encourage rest and reconnect
with God to increase individual ability to cope with work stressors. Conversely, Busby
(2019) indicated that the work stressors might make nurses feel closer to or farther from
God, depending on the nurse's faith. He also demonstrated that when nurses view
themselves, their careers, coworkers, and patients through the eyes of Christ, the focus
changes and creates a spiritual foundation that prevents them from developing burnout
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and increases enthusiasm (Busby, 2019). Also, when pastors create their purposes, they
experience lower levels of compassion fatigue (Snelgar et al., 2017).
Researchers also experienced discrepancies with data when addressing the effect
of spiritual intelligence on compassion fatigue, stating that compassion satisfaction is
positively related to spiritual intelligence (Snelgar et al., 2017). Another common
discrepancy noted in research occurs when participants indicate that their spiritual beliefs
affect their attitudes toward work but may not be supported by data (Lal et al., 2020).
Occasionally, research suggested in literature reviews that spirituality prevents emotional
exhaustion yet struggles to support those claims with data (Ntantana et al., 2017).
Surprisingly, Lizano et al. (2019) experienced the same difficulty when addressing the
relationship between faith and individual components of burnout, citing vast differences
between sample populations because their results did not support previous research.
These articles' frequent and contradictory nature makes it difficult to determine the true
influence of faith on burnout, compassion fatigue, and compassion satisfaction.
Additional discrepancies occurred when some research indicated no relationship between
spiritual orientation and burnout, compassion fatigue, and compassion satisfaction (Polat
et al., 2020), while others indicated the opposite. These other researchers noted
differences between compassion satisfaction when comparing religious beliefs; Buddhists
displayed higher compassion satisfaction than Christians, and those who reported being
agnostic or atheist displayed lower compassion satisfaction (Senreich et al., 2019). This
does not mean that agnostics or atheists cannot engage in spiritual self-care practices;
they may instead focus on poetry, which allows them to acknowledge their core beliefs
and perceptions of how they view others (Whitworth et al., 2019).
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Biblical Foundations of the Study
Throughout both the Old and New Testaments, burnout and compassion are
common themes. Likewise, the individual responses to burnout and compassion fatigue
share a similar reaction; individuals rely on God for the strength they do not possess so
they may persevere in the work God calls them to. As mentioned in the previous chapter,
Elijah, Moses, and even Jesus experienced significant burnout while attempting to
complete the work God set forth to accomplish (King James Bible, 1769/2017, 1 Kings
19:4, Exodus 18:14-23, Mark 6:31). Some of the main components for coping with
burnout are resting in God and His promises (Genesis 2:2-3, Exodus 20:8-11, Hosea 6:6,
Mark 2:27), relying on the strength God provides when human fortitude cannot sustain
you (Proverbs 3: 5-6, John 15:1-17, Philippians 4:13), and decreasing workload through
delegation (Exodus 18:14-23, Galatians 6:2, Ephesians 4:16, Romans 12:6-8). The Bible
also provides significant guidance for believers and non-believers and indicates that
believing in Jesus Christ offers earthly and heavenly benefits. It also states that those
without faith will continue to stumble in this world (Proverbs 4:19), will experience a
futile life of vanity (Psalm 78:22-23), and will have no hope in death (1 Thessalonians
4:13). Many of the concepts outlined throughout the Bible are echoed in the current
literature as effective ways to combat burnout and compassion fatigue, even if the authors
used different terminology or failed to attribute the basis of these concepts to God’s
word.
Throughout the Gospels, the writers frequently address how His compassion
moved Jesus to either preach, teach, or heal individuals, and the language used in those
chapters suggests the use of the word compassion as a verb describing work done for the
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betterment of someone else (Ukeachusim et al., 2021). Ukeachusim et al. also illustrated
how the compassion of Christ supersedes human compassion by not only recognizing a
need but going beyond to fill that need before someone asks about it. Hospice workers
conduct work to better the process of dying for patients and their families, often
anticipating the needs of others from previous interactions while fulfilling the role of
compassion directed in the Bible.
This study includes the Biblical concept of everyone fulfilling separate roles to
meet an overall goal (King James Bible, 1769/2017, Romans 12:6-8) by evaluating and
comparing the different disciplines within a hospice organization because each field
contributes to overall patient care. It will advance the Gospel by evaluating faith as a
moderator for the development of burnout and compassion fatigue among hospice
workers. Additionally, it will compare burnout and compassion fatigue differences
between those who profess to engage in Sabbath rest and those who do not.
Summary
The information presented suggests that each domain within hospice and
palliative care is affected by the adverse effects of burnout and compassion fatigue, and
comparisons between the disciplines are scarce. Research focuses on singular disciplines
such as doctors, nurses, aides, social workers, chaplains, and volunteers but fails to
address any similarities or differences between their experiences. The current research
does not agree whether faith prevents the development of burnout and compassion fatigue
or if faith increases the prevalence of these variables. Although workload, environment
and emotional involvement may cause burnout and compassion fatigue, it is unclear how
the operational changes and challenges introduced by COVID-19 influence the burnout
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and compassion fatigue of hospice workers. While the discussion of resiliency as a
moderator for the development of burnout and compassion fatigue is prevailing, little
research exists to suggest practical ways to increase resiliency within this population.
Research suggested that emotion regulation, mindfulness, and communication skills may
also decrease burnout and compassion fatigue. The Bible provides numerous examples of
burnout and compassion fatigue, and compassion in general, indicating that although the
terms are not the same, the experiences are not new to God. He provides helpful guidance
on coping with burnout and compassion fatigue effectively.
The next chapter will address this study's methods to examine any relationships
between the variables and any differences between the disciplines. It outlines the design
of the study, provides criteria for participation, and details the instruments and measures
this study used to quantify the variables. The limitations and assumptions of the study are
also identified.
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CHAPTER 3: RESEARCH METHOD
Overview
The purpose of this study was to determine the relationship, if any, between faith
and the experience of burnout, compassion fatigue, and compassion satisfaction among
hospice workers during a global pandemic. The primary aim was to determine how
burnout, compassion fatigue, and compassion satisfaction corresponded with the hospice
workers' faith practices. A secondary aim was to determine if differences existed between
the disciplines within hospice organizations. This chapter outlines a synopsis of the
research design, the population and justification for the sample, study procedures,
instrumentation and measurements, the operationalization of variables, the plan for
analyzing data, and the proposed study limitations or weaknesses.
Research Questions and Hypotheses
RQ 1: Is there a relationship between personal faith and burnout among hospice
practitioners?
RQ 2: Is there a relationship between personal faith and compassion fatigue
among hospice practitioners?
RQ 3: Is there a relationship between personal faith and compassion satisfaction
among hospice practitioners?
RQ 4: Do the respective disciplines within hospice experience different levels of
burnout?
RQ 5: Do the respective disciplines within hospice experience different levels of
compassion fatigue?
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RQ 6: Do the respective disciplines within hospice experience different levels of
compassion satisfaction?
RQ 7: Is there a difference in the burnout scores and the perceived stress of
COVID-19?
RQ 8: Is there a difference in the compassion fatigue scores and the perceived
stress of COVID-19?
RQ 9: Is there a difference in the compassion satisfaction scores and the perceived
stress of COVID-19?
RQ 10: Is there a difference in the number of call-offs pre- and post-COVID-19?
RQ 11: Is there a difference in employee turnover pre- and post-COVID-19?
RQ 12: Is there a difference in patient satisfaction scores pre- and post-COVID19?
Statistical Hypotheses
Hypothesis 1: A statistically significant relationship will be evident between faith
and the experience of burnout.
Hypothesis 2: A statistically significant relationship will be evident between faith
and the experience of compassion fatigue.
Hypothesis 3: A statistically significant relationship will be evident between faith
and the experience of compassion satisfaction.
Hypothesis 4: A difference will be apparent between the burnout levels exhibited
between disciplines within hospice.
Hypothesis 5: A difference will be apparent between the compassion fatigue
levels exhibited between disciplines within hospice.
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Hypothesis 6: A difference will be apparent between the compassion satisfaction
levels exhibited between disciplines within hospice.
Hypothesis 7: Burnout will be positively related to the perceived stress of
COVID-19.
Hypothesis 8: Compassion fatigue will be positively related to the perceived
stress of COVID-19.
Hypothesis 9: Compassion satisfaction will be positively related to the perceived
stress of COVID-19.
Hypothesis 10: There will be a statistically significant difference between the
number of call-offs pre- and post-COVID-19.
Hypothesis 11: There will be a statistically significant difference between
employee turnover numbers pre- and post-COVID-19.
Hypothesis 12: There will be a statistically significant difference between patient
satisfaction scores pre- and post-COVID-19.
Research Design
The study was non-experimental with a quantitative correlational research design
for the first three research questions and questions seven through nine. Correlational
designs allow measuring relationships between sets of scores or variables (Creswell &
Creswell, 2018). The study's correlational design examined the relationship, if any,
between an individual's faith and the experience of burnout, compassion fatigue, and
compassion satisfaction among the study participants who were associated with a nonprofit hospice organization during the COVID-19 global pandemic. Research questions
four through six addressed differences between variables. An ANOVA was initially
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chosen to examine the difference, if any, between the mean scores for burnout,
compassion fatigue, and compassion satisfaction among the identified disciplines within
the hospice organizations. Analysis of variance (ANOVA) tests are useful when
examining the differences between the means of multiple groups (Leavy, 2017). Separate
ANOVAs occurred for burnout, compassion fatigue, and compassion satisfaction. Simple
linear regressions evaluated the effect of COVID-19 on call-offs, turnover, and customer
satisfaction. Simple linear regressions provided valuable information on the effect of one
variable on another measured at two separate times (Leavy, 2017).
Participants
Participants in this study were recruited through the National Hospice and
Palliative Care Organization member forums. Information was posted on multiple forums
to encourage non-profit organizations within rural, suburban, and urban areas to
participate in the study. The use of different populations assisted with the diversity of the
sample and the ability to generalize the findings of this study. Appropriate permission to
recruit participants was obtained from each non-profit organization through a permission
letter addressed to the program directors (Appendix I). Individuals within the
organizations must have worked for or volunteered with their respective hospice
organizations for at least three months during the COVID-19 global pandemic to ensure
the participants had ample time with the organization. All participants completed the
same surveys and were not separated into groups for the survey.
G*Power exact correlation bivariate normal model two-tailed a priori test was
used for an a priori power analysis to determine the necessary sample size to detect a
medium-sized effect (Faul et al., 2009). It used an alpha of 0.05 and 0.80 for power. The
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results indicated that a sample size of 84 was necessary to have adequate power in the
analysis (Figure 1). There was an 80% chance of correctly rejecting H0 with 84
participants. Twenty percent was added to the sample size for a target sample size of 101
to account for dropouts and incomplete or unusable data. As of 2016, there were 4,300
hospice organizations within the United States, with nearly 1,600 organizations identified
as non-profit organizations (Centers for Disease Control and Prevention, 2020). With this
large population, a survey size of 98 is possible.
Study Procedures
This study utilized an online survey format through Survey Monkey to gather and
organize data. This researcher posted on a National Hospice and Palliative Care
Organization (NHPCO) online forum describing the proposed study, requirements, and
exclusions for participation and encouraged organizations to reply by email if the
organization was open to participation. Participants were required to be associated with a
non-profit hospice organization as either an employee or volunteer and must have been
associated with the organization for at least three months during the COVID-19 global
pandemic. Individuals who work with for-profit organizations and those not associated
with a non-profit organization for less than three months were excluded. A link was
emailed to a primary point of contact within each hospice organization that committed to
participation for them to forward to employees and volunteers. As many volunteers were
elderly and may not have had access to the internet to complete the survey, this
researcher offered to mail copies of the survey to organizations for individuals to
complete manually upon request. The researcher included a self-addressed, stamped
envelope with the paper copies of the survey requested by each organization for them to
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return the completed surveys. Envelopes postmarked more than one day after the end of
data collection were excluded from the review. Organizations were made aware of the
mailing deadline. The first page of the survey contained the informed consent and
screening questions, highlighting the voluntary nature of the study and informing the
participants that privacy would be maintained by excluding personally identifiable
information from the survey. The survey remained open for 20 days. A reminder email
was sent to the primary contact halfway through this period, including the survey link, to
encourage more participation, as research shows that reminders effectively boost
participation (Koitsalu et al., 2018). The required number of participants was not met in
the initial 20 days. An attempt was made to recruit additional organizations and open the
survey for an additional 20 days; however, all organizations declined to participate.
Participants must have completed all survey measures (Appendix E), including the
demographic information, the ProQOL, the DSES, and the PSS-10-C, and a number was
assigned based on the order in which the surveys are completed. No information was
gathered that pertained to personal identity. This data was directly exported to SPSS by
Survey Monkey. Organization contacts were asked to provide call-off, turnover, and
customer satisfaction numbers for 2019 and 2020 (Appendix F).
Instrumentation and Measurement
This study utilized three measures; the ProQOL (Stamm, 2010) to measure
burnout, compassion fatigue, and compassion satisfaction, the DSES (Underwood, 2011)
to measure faith, and the COVID-PSS-10 (Cohen et al., 1983), which was modified by
Pedrozo-Pupo et al. (2020) to measure the stress perceived by participants related to
COVID-19. Screening questions ensured that individuals fit the appropriate criteria to
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participate in the study. A section with demographic information also provided additional
data for comparison and information about other relationships affecting the levels of
burnout, compassion fatigue, and compassion satisfaction among participants.
Screening Questions
Affiliation with a non-profit hospice organization was a screening criterion for
study participation. Consent to participate in the study was reverified on the screening
page. Individuals must have been affiliated with a non-profit hospice organization for at
least three months during the COVID-19 global pandemic. The researcher included a
close-ended screening question followed by the consent statement to capture this
information to participate (Appendix B). Answering no to either of these questions
prevented study participation.
1. Are you 18 years of age or older?
2. Have you been affiliated (employee or volunteer) with a non-profit hospice
organization for at least three months during the COVID-19 global pandemic?
Respondents who were not allowed to participate in the study were thanked for their
interest through an electronic message reiterating the parameters of the study (Appendix
C).
All other selected responses to the screening questions allowed individuals to
participate in the study and complete the four-part survey, including (a) demographics,
(b) burnout, compassion fatigue, and compassion satisfaction, (c) daily spiritual
experiences and (d) perception of stress related to COVID-19. Participant instructions
were provided for each part of the survey (Appendix D). The next three sub-sections
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described how the survey parts were designed and the validation and reliability of the
survey instruments.
Demographic Information
The study was accessed by individuals who provided consent and declared their
affiliation with a non-profit hospice organization for at least three months during the
COVID-19 global pandemic. The first part of the survey collected demographic
information (Appendix E). These data provided relevant information for other trends
affecting burnout, compassion fatigue, and compassion satisfaction. They also allowed
for comparisons between the disciplines associated with the organization.
The demographic information included nine closed-ended questions designed by
this researcher to capture age, race, ethnicity, gender, marital status, title, education,
parental status, and experience working with hospice. Multiple-choice responses were
offered. Standard responses for gender (male and female) were available, plus an option
for participants who did not wish to declare a gender. The race and ethnicity responses
represented the U. S. Census Bureau (2020). Participants had the option to choose not to
respond to race and ethnicity questions. Participants had the option to identify as single,
married, widowed, and divorced. This portion of the survey also determined the parental
status of participants, inquiring if they did not have children, one child, two children, or
three or more children. Next, the questionnaire evaluated participants' education level,
including the categories of high school, some college, undergraduate, graduate, postgraduate/doctoral, or other. Then, the participants had the opportunity to identify the
discipline within the hospice organization they were associated with as a registered nurse,
licensed practical nurse, certified nursing assistant, social worker or counselor, chaplain,
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medical doctor, director, management, administrative, volunteer, or other. Finally,
participants were asked to disclose their experience with hospice organizations with
choices including less than one year, one to five years, six to ten years, 11-15 years, and
20 years or more.
Professional Quality of Life (ProQOL)
Once the screening process was completed and participants provided the
necessary demographic information, participants completed the Professional Quality of
Life scale (Stamm, 2010) to assess the compassion satisfaction, compassion fatigue,
burnout, and secondary traumatic stress within the hospice workers. It was developed in
the late 1990s after researchers recognized a need for instruments to measure the effect of
extremely stressful events. The scales for this instrument include compassion satisfaction
and compassion fatigue, with burnout and secondary traumatic stress as subscales of
compassion fatigue (Stamm, 2010). The fifth version of the scale, released in 2009,
contains 30 questions, of which five are reverse scored. Response options utilize a Likert
scale with a span of one to five to determine how frequently individuals experienced the
questions in the past 30 days, with one indicating never and five indicating very often.
This scale is free to use, and permission was obtained to utilize the ProQOL for this study
(Appendix G).
Questions 3, 6, 12, 16, 18, 22, 24, 27, and 30 relate to compassion satisfaction.
Scoring 42 or more indicates high levels of compassion satisfaction, 23-41 indicates
moderate compassion satisfaction, and 22 or less indicates low compassion satisfaction
(Stamm, 2010). Questions 1, 4, 8, 10, 15, 17, 19, 21, 26, and 29 relate to burnout with
questions 1, 4, 15, 17, and 29 being reverse scored. The high, moderate, and low criteria
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are associated with the same ranges as compassion satisfaction (Stamm, 2010). Questions
2, 5, 7, 9, 11, 13, 14, 23, 25, and 28 relate to secondary traumatic stress or compassion
fatigue. Once again, the criteria remain the same to indicate high, moderate, or low levels
as the previous two factors.
According to Stamm (2010), the ProQOL possesses good construct validity and
accurately measures three separate constructs, compassion satisfaction, burnout, and
secondary traumatic stress. Reports indicated that the shared variance between secondary
traumatic stress and burnout was 34% (r=.58, co-=34%, n=1187), indicating that
although both scales measured negative effects, the scale for burnout addressed fear
while the secondary traumatic stress scale did not (Stamm, 2010). The author also noted
that this scale is not diagnostic but rather a screening tool to identify individuals who may
be at risk for adverse effects.
Daily Spiritual Experience Scale (DSES)
The Daily Spiritual Experience Scale (Underwood, 2011) is a 16-item scale that
addresses ordinary experiences with spirituality. Aspects of faith and spirituality
addressed on this scale include compassionate love, elements of discernment, mercy,
awe, deep inner peace, and gratitude. Although originally developed for use in healthcare,
this scale is growing in popularity among the social sciences (Underwood, 2011). This
scale identifies an overlapping circle of beliefs that addresses different levels of faith,
such as those who identify as spiritual but not religious (Underwood, 2006). This scale is
free to use, and the scale’s creator granted permission for this study (Appendix H).
A modified Likert scale was utilized for the first 15 questions in this scale, with
responses ranging from never or almost never too many times a day, with higher numbers
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associated with less frequent experiences of spirituality (Underwood & Teresi, 2002).
Although many items used the word God within the question, the instructions indicated
that individuals who did not feel comfortable with the word could replace it with another
term that indicates something holy or divine to the individual (Underwood & Teresi,
2002). The final question evaluated the closeness an individual feels to God, with
responses ranging from not close at all to as close as possible (Underwood & Teresi,
2002). Scoring for this scale followed logical groupings where an answer of one for an
item indicated below average, two to three indicated average, four to five indicated above
average, and six indicated very high. These groupings were useful for comparing daily
spiritual experiences with other variables (Underwood, 2019). Mean scores for items are
another way to interpret results (Underwood, 2019). This scale's internal consistency
reliability is very high, with .94 and .95 from the General Social Survey samples
(Underwood & Teresi, 2002). This is a self-administered scale, but interrater reliability is
not a concern (Underwood & Teresi, 2002). Test-retest reliability for the 16-item scale
was not available. The reliability coefficients for interrater reliability ranged from 0.64 to
0.78, showing adequate reliability (Underwood & Teresi, 2002).
COVID-Perceived Stress Scale 10 (PSS-10)
The Perceived Stress Scale 10 (Cohen et al., 1983) is a ten-item measure that
assesses an individual’s perception of stress in their lives, focusing on how these
individuals felt overloaded, as though situations were uncontrollable or unpredictable
within the past month. This is a modified Likert-type scale ranging from zero to four,
where zero means never and four means very often (Cohen et al., 1983). This measure
reverse scores questions 4, 5, 7, and 8, then sums the score of all items (Cohen et al.,
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1983). The reliability of this scale is listed at .78 (Cohen et al., 1983). Cohen et al. (1983)
also indicated that this measure predictably correlates with other stress measures and
works well to analyze the perception of specific life events. A modified version of this
scale was utilized to address the perceived stress related to COVID-19 in the past month
(Pedrozo-Pupo et al., 2020). The Cronbach’s alpha for the modified scale was 0.86. This
scale is free to use. The original scale did not require permission for use. Permission was
obtained from the developers of the modified scale for use in this study (Appendix I).
Operationalization of Variables
Burnout
This variable is an interval variable measured by a t score converted from a raw
score on the ProQOL (Stamm, 2010). It is operationally defined as feelings associated
with hopelessness or the difficulties an individual experiences when attempting to
complete a job effectively (Stamm, 2010).
Compassion Fatigue
This variable was an interval variable and was measured by a t score converted
from a raw score on the ProQOL (Stamm, 2010). It is operationally defined as the
negative feeling individuals experience when exposed to work-related trauma or driven
by fear (Stamm, 2010).
Compassion Satisfaction
This variable was an interval variable and was measured by a t score converted
from a raw score on the ProQOL (Stamm, 2010). It is operationally defined as the feeling
of pleasure an individual experiences from helping others or doing work well (Stamm,
2010).
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Faith
This variable was an interval variable measured by the total score for the DSES
(Underwood, 2006). It is operationally defined as the frequency of spiritual experiences
and relationships an individual may identify with (Underwood, 2019).
COVID-19 is an interval variable measured by the total score on the COVID-PSS-10
(Pedrozo-Pupo et al., 2020). It is operationally defined as the stress an individual
perceives concerning the COVID-19 global pandemic (Pedrozo-Pupo et al., 2020).
Discipline
This variable was a nominal variable that was codified using a number to identify
the participant as either (1) registered nurse, (2) licensed practical nurse or certified
nursing assistant, (3) social worker or counselor, (4) chaplain, (5) doctor, (6) director, (7)
management, (8) administrative, (9) volunteer, or (10) other.
Data Analysis
The data for this study consisted of self-declared information from participants in
numerical form. Non-numerical demographic data were assigned numerical values prior
to analysis. Data collected was ordinal and continuous for burnout, compassion fatigue,
compassion satisfaction, faith, and perceived stress. Data for call-offs, turnover, and
customer satisfaction was a ratio and discrete.
The study variables included faith, burnout, compassion fatigue, discipline,
COVID-19, call-offs, turnovers, and customer satisfaction. This study raised 12 research
questions, including three focusing on the relationship between variables and the
remaining nine focusing on the differences between variables. Study participants
responded to statements related to each of the first six variables, and the facility
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management provided data for the numbers of call-offs, turnover, and customer
satisfaction pre- and post-COVID-19. The statements they responded to were taken from
the ProQOL (Appendix E), DSES (Appendix E), and the Organizational Information
Form (Appendix F).
Three ProQOL scores, one DSES score, and one PSS-10-C score were tabulated
to answer the research questions. The three ProQOL scores are (a) Compassion
Satisfaction, (b) Secondary Traumatic Stress/Compassion Fatigue, and (c) Burnout. The
one DSES score is an overview of the ordinary spiritual experiences an individual
endorses daily. The one COVID-PSS-10 score provides an overview of the amount of
stress each individual perceived related to COVID-19. The scores from the ProQOL and
DSES answered research questions one through three. Research questions four through
six utilized the data from the ProQOL and the demographic information. The ProQOL
and COVID-PSS-10 answered research questions seven through nine. Finally, the
Organizational Information questionnaire answered research questions 10 through 12.
Statistical Procedures
This study used correlational statistics for the first three research questions and
questions seven through nine to determine if relationships existed between the variables
and the extent, if any, of the relationships discovered. Appropriate correlational statistics
are necessary to measure variables appropriately (Creswell & Creswell, 2018). The data
for the primary variables were continuous. Therefore, the appropriate statistic for this
study was the Pearson’s product-moment correlation (Pearson’s r) to analyze the data
(Creswell & Creswell, 2018). Research questions four through six addressed comparisons
to the means between different groups. With more than two groups, an ANOVA was
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utilized to compare the means of each discipline (Leavy, 2017). An ANOVA determines
the independent variable's influence on a dependent variable with the statistical
significance found in the difference between the means (Leavy, 2017). The final three
research questions identified the effect of COVID-19 on organizational data. Therefore, a
simple linear regression was the most appropriate procedure to analyze the data (Leavy,
2017). The analysis of all data was conducted utilizing IBM SPSS software.
Delimitations, Assumptions, and Limitations
This study sought to understand the relationship between personal faith and the
experience of burnout, compassion fatigue, and compassion satisfaction among hospice
workers within non-profit organizations during the COVID-19 global pandemic. This
study also sought to determine how these factors affect call-offs, turnover, and patient
satisfaction. Once scores for burnout, compassion fatigue, compassion satisfaction, and
faith were obtained, the researcher explored whether a relationship exists between faith,
burnout, compassion fatigue, and compassion satisfaction within the sample population.
The researcher determined if statistical significance was displayed. This study did not
postulate on the causes of scores or relationships, specifically whether faith caused or
produced higher or lower levels of burnout, compassion fatigue, and compassion
satisfaction or vice versa.
Research Assumptions
This study assumed that faith influences the levels of burnout, compassion
fatigue, and compassion satisfaction for hospice workers. From a Christian worldview,
the study also assumed that the more involved an individual is with his or her faith
practices, the more influence faith has on burnout, compassion fatigue, and compassion
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satisfaction. Finally, this study assumed that Christian practices cultivate the fruits of the
spirit and provide perspective for the stress of working in hospice care.
Delimitations of the Research Design
The aim of this study was to determine correlation, specifically, whether spiritual
engagement corresponds with burnout, compassion fatigue, and compassion satisfaction
among hospice workers. The variables were faith, burnout, compassion fatigue, call-offs,
turnover, and customer satisfaction. Correlational designs gauge relationships between
variables and do not propose causation (Creswell & Creswell, 2018). This study did not
determine the effect or whether spiritual engagement or faith practices cause or produce
burnout, compassion fatigue, compassion satisfaction or vice versa.
The non-experimental design of this study limited the interpretation of the results.
If a control group were present for the study, the study could reveal if burnout,
compassion fatigue, and compassion satisfaction were present with or without faith and
spiritual engagement. The control group in this study included hospice workers who
indicated they did not engage in a belief system or spiritual practices. This design
provided an opportunity to compare burnout, compassion fatigue, and compassion
satisfaction between groups endorsing faith and groups that did not. The goal of that type
of study was to determine if the presence of faith influences the levels of burnout,
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compassion fatigue, and compassion satisfaction. As causation was not this study's goal,
this researcher chose a non-experimental design.
The sampling method limits the applicability of the results and scope of this
study. Implications cannot be made past the boundaries set by study participants.
1. This research was delimited to members of non-profit hospice organizations in
the United States.
2. This research was delimited to members of these non-profit hospice
organizations operating between 2019 and 2021.
Limitations pertain to faith, race, age, and discipline within the organization. The levels
of responsibility present within each discipline were another limitation.
Summary
This research contributed to the field of industrial organizational psychology by
understanding burnout, compassion fatigue, and compassion satisfaction among hospice
workers and if there was a relationship between these variables and the workers’ faith.
The intended research population was workers within nonprofit hospice organizations
employed during the COVID-19 global pandemic. The goal was to include organizations
in various geographic locations to ensure a diverse sample.
This study was quantitative and was primarily a non-experimental correlational
study. Research questions also addressed the differences between disciplines and the
effect of COVID-19 on call-offs, turnover, and customer satisfaction. Invitations were
sent to non-profit hospice organizations in rural, suburban, and urban areas. Descriptive,
correlational, variance, and regression statistics were used to analyze and present the
data, which will be shared in Chapter Four. The study variables included (a) burnout, (b)
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compassion fatigue, (c) compassion satisfaction, (d) faith, (e) COVID-19, (f) call-offs, (g)
turnover, and (h) customer satisfaction. This study’s main evaluation was of the
relationship between the workers’ faith and their levels of burnout, compassion fatigue,
and compassion satisfaction. The additional relationship between COVID-19 and
burnout, compassion fatigue, and compassion satisfaction was also evaluated.
Additionally, comparisons were made between the disciplines within hospice
organizations. Finally, the effect of COVID-19 on call-offs, turnover, and customer
satisfaction was analyzed.
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CHAPTER 4: RESULTS
Overview
The purpose of this non-experimental quantitative correlational study was to
examine the relationship, if any, between a hospice worker’s faith and the experience of
burnout, compassion fatigue, and compassion satisfaction while working during the
COVID-19 global pandemic. Interest in this topic began with a review of literature that
described burnout as a significant issue among hospice workers, which focused mainly
on individual disciplines and provided insight into the similarities or differences of how
the disciplines experience burnout. The literature also presented a gap on how burnout
affects the organization. For these reasons, this researcher choose to recruit organizations
for the study instead of individuals working in hospice. This chapter reiterates the
research components from earlier chapters relating to the research questions and
hypotheses. Next, a description of the study’s measures and demographics of the sample
will follow. Then, a discussion of the data analysis and findings will detail which findings
are significant and not. Finally, this chapter ends with a summary of the results and an
evaluation of the research design.
Research Questions
RQ 1: Is there a relationship between personal faith and burnout among hospice
practitioners?
RQ 2: Is there a relationship between personal faith and compassion fatigue
among hospice practitioners?
RQ 3: Is there a relationship between personal faith and compassion satisfaction
among hospice practitioners?
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RQ 4: Do the respective disciplines within hospice experience different levels of
burnout?
RQ 5: Do the respective disciplines within hospice experience different levels of
compassion fatigue?
RQ 6: Do the respective disciplines within hospice experience different levels of
compassion satisfaction?
RQ 7: Is there a difference in the burnout scores and the perceived stress of
COVID-19?
RQ 8: Is there a difference in the compassion fatigue scores and the perceived
stress of COVID-19?
RQ 9: Is there a difference in the compassion satisfaction scores and the perceived
stress of COVID-19?
RQ 10: Is there a difference in the number of call-offs pre- and post-COVID-19?
RQ 11: Is there a difference in employee turnover pre- and post-COVID-19?
RQ 12: Is there a difference in patient satisfaction scores pre- and post-COVID19?
Statistical Hypotheses
Hypothesis 1: A statistically significant relationship will be evident between faith
and the experience of burnout.
Hypothesis 2: A statistically significant relationship will be evident between faith
and the experience of compassion fatigue.
Hypothesis 3: A statistically significant relationship will be evident between faith
and the experience of compassion satisfaction.
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Hypothesis 4: A difference will be apparent between the burnout levels exhibited
between disciplines within hospice.
Hypothesis 5: A difference will be apparent between the compassion fatigue
levels exhibited between disciplines within hospice.
Hypothesis 6: A difference will be apparent between the compassion satisfaction
levels exhibited between disciplines within hospice.
Hypothesis 7: Burnout will be positively related to the perceived stress of
COVID-19.
Hypothesis 8: Compassion fatigue will be positively related to the perceived
stress of COVID-19.
Hypothesis 9: Compassion satisfaction will be positively related to the perceived
stress of COVID-19.
Hypothesis 10: There will be a statistically significant difference between the
number of call-offs pre- and post-COVID-19.
Hypothesis 11: There will be a statistically significant difference between
employee turnover numbers pre- and post-COVID-19.
Hypothesis 12: There will be a statistically significant difference between patient
satisfaction scores pre- and post-COVID-19.
Protocol
Data from respondents were collected through the SurveyMonkey online survey
platform and exported to a Statistical Package for the Social Sciences (SPSS, Version 28
software) for manipulation. The data were coded into the respective scales and associated
subscales consistent with the scoring sheet for each measure. The power analysis
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indicated a target sample size of 84, but that sample size was not reached. A post hoc
power analysis was conducted to determine the actual power of the study was .55, not
.80, indicating closer to a 50% than 80% possibility of correctly rejecting the null
hypothesis with the sample size for the correlational research questions.
Descriptive Results
NHPCO provided an accessible sample of organizations to contact throughout the
United States. Initially, five organizations were identified and agreed to participate in the
study. However, one organization withdrew from the study before forwarding the survey
to employees. Forty-eight individuals from the four organizations responded to the survey
invitation. Table 1 shows the frequency in age sub-ranges and other demographic data
regarding the sample (n). Nearly 40% of the sample population reported ages 55 and
above, with less than 5% between 18 and 24.
Table 1
Age of Participants
Age Range
18-24
25-30
31-35
26-40
41-45
46-50
51-55
55 and up

Frequency
2
5
4
4
5
4
6
18

Percent
4.2
10.4
8.3
8.3
10.4
8.3
12.5
37.5

The reported gender of participants was even more polarized than the ages, with
84% of participants reporting female, 12% male, and one individual chose not to declare
their gender.
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Table 2
Gender of Participants
Gender
Male
Female
Do not wish to declare

Frequency
6
41
1

Percent
12.5
85.4
2.1

Participants were given the choice of White, Black or African American,
American Indian or Alaskan Native, Asian, Native Hawaiian or Other Pacific Islander, or
they could choose not to respond with their race. For this study, responses came from two
races, and three individuals decided not to identify their race—nearly 92% of the
participants identified as white.
Table 3
Race of Participants
Race
White
Black or African American
Do not wish to declare

Frequency
44
1
3

Percent
91.7
2.1
6.3

Similarly, participants had the option to identify as Hispanic or Latino, NonHispanic or Latino, or if they did not want to respond. Eighty-three percent of the
participants identified as Non-Hispanic or Latino, with roughly 6% either identifying as
Hispanic or Latino or choosing not to respond.
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Table 4
Ethnicity of Participants
Ethnicity
Hispanic or Latino
Non-Hispanic or Latino
Do not wish to declare

Frequency
3
40
3

Percent
6.3
83.3
6.3

Another area of demographic information gathered was participant marital status.
For this question, participants could identify if they were single, married, widowed, or
divorced, with 60% reporting married, nearly 19% single, and almost 17 % divorced.
Table 5
Marital Status of Participants
Marital Status
Frequency
Single
9
Married
29
Widowed
1
Divorced
8

Percent
18.8
60.4
2.1
16.7

Participants were also asked about their parental status to obtain data about
responsibilities outside of work, which might have affected their burnout, compassion
fatigue, and compassion satisfaction. Categories for this question included no children,
two children, and three or more children. Nearly 38% of participants reported having two
children, with 33% reporting 3 or more children.
Table 6
Parental Status of Participants
Number of Children
Frequency
No children
7
1 child
7
2 children
18
3 or more children
16

Percent
14.6
14.6
37.5
33.3
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Next, participants identified their education level. Choices for this question
included some college, undergraduate, graduate, post-graduate/doctoral. Nearly 48% of
participants reported completing a graduate degree, with 31% reporting completing an
undergraduate degree. Almost 17% indicated they finished some college, and 4%
completed post-graduate or doctoral degrees.

Table 7
Education of Participants
Education
Some College
Undergraduate
Graduate
Post-Graduate/Doctoral

Frequency
8
15
23
2

Percent
16.7
31.3
47.9
4.2

Finally, participants identified their title within their organization or one that fits
best with their role. Surprisingly, 25% of the participants in this study were social
workers or counselors, nearly 19% were registered nurses, and almost 15% were either
management or administrative personnel. Zero physicians or volunteers participated in
this study.
Table 8
Title of Participants
Title
Registered Nurse
Licensed Practical Nurse/Certified Nursing Assistant
Social Worker or Counselor
Chaplain
Director
Management
Administrative
Other

Frequency
9
3
12
4
2
7
7
3

Percent
18.8
6.3
25
8.3
4.2
14.6
14.6
6.3
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Study Findings
To determine the relationship, if any, between faith and the experience of burnout,
compassion satisfaction, and compassion fatigue among hospice practitioners, the
researcher, first used Pearson’s r correlational statistics. However, the data did not meet
the monotonicity standards, and because the data was ordinal and from Likert-type scales,
Spearman’s rank correlational statistics were used for RQ 1-3 and 7-9 as it was the most
appropriate test (Christopher, 2017). The primary study variables were faith as
represented by the total score on the DSES (DSES_TOT) and the t scores for burnout
(T_BO), compassion fatigue (T_STS), and compassion satisfaction (T_CS) from the
ProQOL. Next, comparisons were made between disciplines using a Kruskal-Wallis test
to determine if the mean scores for each discipline showed different levels of burnout,
compassion satisfaction and compassion fatigue utilizing the t scores for burnout (T_BO),
compassion satisfaction (T_CS), and compassion fatigue (T_STS) from the ProQOL and
demographic information reported for Title (Kruskal & Wallis, 1952). The KruskalWallis test was chosen because of the significant disparity in group sizes, which
prevented the use of ANOVA. The Kruskal-Wallis makes rank comparisons between
groups instead of direct comparisons (Kruskal & Wallis, 1952). Then, the researcher
sought to determine the relationship, if any, between the stress of COVID-19 and
burnout, compassion satisfaction, and compassion fatigue utilizing Spearman’s rank
correlational statistics. The study variables for this portion came from the total COVID
Perceived Stress Scale (CPSS_TOT) and the T scores for burnout (T_BO), compassion
satisfaction (T_CS), and compassion fatigue (T_STS) from the ProQOL. The final three
variables were evaluated utilizing a chi-square goodness of fit test. This test was chosen
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as this section of the research lacked the participation levels of the prior sections, with
only two organizations providing data for turnover. A chi-square goodness of fit test tests
nominal data to determine how that data fits within the population (Christopher, 2017).
Research Question 1
Research Question 1 sought to determine if a relationship existed between an
individual’s faith and the experience of burnout. A Spearman’s rank correlation
coefficient was computed to assess the linear relationship between daily spiritual
experiences and burnout score. There was a weak positive correlation between the two
variables, r(46) = .295, p = .042. The null hypothesis was rejected. Figure 1 displays that
as an individual’s daily spiritual experiences increase, so does burnout.
Table 9
Correlations for Total Burnout and Total Daily Spiritual Experiences
T_BO
DSES_T
T_BO
Correlation Coefficient
1
Sig. (2-tailed)
N
48
DSES_T
Correlation Coefficient
.295*
Sig. (2-tailed)
.042
N
48
*. Correlation is significant at the 0.05 level (2-tailed).

.295*
.042
48
1
48
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Figure 2
Scatter Plot for Total Burnout and Total Daily Spiritual Experiences

Research Question 2
Research Question 2 sought to determine if a relationship existed between an
individual’s faith and the experience of compassion fatigue. A Spearman’s rank
correlation coefficient was computed to assess the linear relationship between daily
spiritual experiences and compassion fatigue. A significant correlation was not found
between the two variables, r(46) = .070, p = .636. Therefore, the null hypothesis was not
rejected. Figure 2 displays the lack of relationship between variables.
Table 10
Correlations for Total Compassion Fatigue and Total Daily Spiritual Experiences
T_STS
DSES_T
T_STS
Correlation Coefficient
1
.070
Sig. (2-tailed)
.636
N
48
48
DSES_T
Correlation Coefficient
.070
1
Sig. (2-tailed)
.636
N
48
48
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Figure 3
Scatter Plot for Total Compassion Fatigue and Total Daily Spiritual Experiences

Research Question 3
Research Question 3 sought to determine if a relationship existed between an
individual’s faith and the experience of compassion satisfaction. A Spearman’s rank
correlation coefficient was computed to assess the linear relationship between daily
spiritual experiences and compassion satisfaction. There was a weak negative correlation
between the two variables, r(46) = -.367, p = .010. The null hypothesis was rejected.
Figure 3 illustrates how compassion satisfaction decreases as an individual’s daily
spiritual experiences increase.
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Table 11
Correlations for Total Compassion Satisfaction and Total Daily Spiritual
Experiences
T_CS
DSES_T
T_CS
Correlation Coefficient
1
Sig. (2-tailed)
N
48
DSES_T
Correlation Coefficient
-.367*
Sig. (2-tailed)
.010
N
48
*. Correlation is significant at the 0.01 level (2-tailed).

-.367*
.010
48
1
48

Figure 4
Scatter Plot for Total Compassion Satisfaction and Total Daily Spiritual Experiences

Research Question 4
Research Question 4 sought to determine if a difference existed between the
burnout scores of the individual disciplines. Initially, Analysis of Variance was chosen to
evaluate this data. Still, when data analysis began, it was determined that this was not the
appropriate test as the number of individuals in each discipline was vastly different and
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did not meet ANOVA requirements. Instead, a Kruskal-Wallis test was computed to
assess the difference between the median burnout scores for each discipline. There was
no significant evidence that a statistically significant difference existed between the
median burnout scores across the disciplines, H(7) =6.936, p=.436. Therefore, the null
hypothesis was not rejected. Figure 4 illustrates the burnout scores for the individual
disciplines and the mean burnout scores for each discipline.
Table 12
Kruskal-Wallis Test Summary for Total Burnout between Disciplines
Null Hypothesis
Test
Sig.a,b
The distribution of T-BO is the
Independent-Samples
.436
same across categories of Title
Kruskal Wallis Test
a. The significance level is .050.
b. Asymptotic significance is displayed.
Figure 5
Error Bar for Total Burnout by Discipline

Decision
Retain the null
hypothesis
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Research Question 5
Research Question 5 sought to determine if a difference existed between the
compassion fatigue scores of the individual disciplines. Initially, Analysis of Variance
was chosen to evaluate this data. Still, when data analysis began, it was determined that
this was not the appropriate test as the number of individuals in each discipline was
vastly different and did not meet ANOVA requirements. Instead, a Kruskal-Wallis test
was computed to assess the difference between each discipline's median compassion
fatigue scores for each discipline. There was no significant evidence that a statistically
significant difference existed between the median compassion fatigue scores across the
disciplines, H(7) =8.861, p=.263. Therefore, the null hypothesis was not rejected. Figure
5 illustrates the range of compassion fatigue scores for the individual disciplines and the
mean compassion fatigue scores for each discipline.
Table 13
Kruskal-Wallis Test Summary for Total Fatigue Satisfaction between Disciplines
Null Hypothesis
Test
Sig.a,b
The distribution of T_CF is the
Independent-Samples
.263
same across categories of Title
Kruskal Wallis Test
a. The significance level is .050.
b. Asymptotic significance is displayed.

Decision
Retain the null
hypothesis
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Figure 6
Error Bar for Total Compassion Fatigue by Discipline

Research Question 6
Research Question 6 sought to determine if a difference existed between the
compassion satisfaction scores of the individual disciplines. Initially, Analysis of
Variance was chosen to evaluate this data. Still, when data analysis began, it was
determined that this was not the appropriate test as the number of individuals in each
discipline was vastly different and did not meet ANOVA requirements. Instead, a
Kruskal-Wallis test was computed to assess the difference between each discipline's
median compassion satisfaction scores. There was no significant evidence that a
statistically significant difference existed between the median compassion satisfaction
scores across the disciplines, H(7) =4.021, p=.777. Therefore, the null hypothesis was not
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rejected. Figure 6 illustrates the range of compassion satisfaction scores for the individual
disciplines and the mean compassion satisfaction scores for each discipline.
Table 14
Kruskal-Wallis Test Summary for Total Compassion Satisfaction between
Disciplines
Null Hypothesis
Test
Sig.a,b
The distribution of T_CS is the
Independent-Samples
.777
same across categories of Title
Kruskal Wallis Test
a. The significance level is .050.
b. Asymptotic significance is displayed.

Decision
Retain the null
hypothesis

Figure 7
Error Bar for Total Compassion Satisfaction by Discipline

Research Question 7
Research Question 7 sought to determine if a relationship existed between the
perceived stress from COVID-19 and the experience of burnout. A Spearman’s rank
correlation coefficient was computed to assess the linear relationship between the
perceived stress from COVID-19 and burnout scores. A significant correlation was not
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found between the two variables, r(45) = .079, p = .596. The null hypothesis was not
rejected. Figure 7 illustrates the lack of relationship between burnout and the perceived
stress of COVID.
Table 15
Correlations for Total Burnout and Total COVID-19 Perceived Stress
T_BO
CPSS_TOT
T_BO
Correlation Coefficient
1
Sig. (2-tailed)
N
48
CPSS_TOT
Correlation Coefficient
.079
Sig. (2-tailed)
.596
N
47

.079
.596
47
1
47

Figure 8
Scatter Plot for Total Burnout and Total COVID Perceived Stress

Research Question 8
Research Question 8 sought to determine if a relationship existed between the
perceived stress from COVID-19 and the experience of compassion fatigue. A
Spearman’s rank correlation coefficient was computed to assess the linear relationship
between the perceived stress from COVID-19 and compassion fatigue scores. A weak
positive correlation was found between the two variables, r(45) = .325, p = .026. The null
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hypothesis was rejected. Figure 8 displays how when an individual’s perceived stress
from COVID increases, their compassion fatigue also increases.
Table 16
Correlations for Total Compassion Fatigue and Total COVID-19 Perceived Stress
T_STS
CPSS_TOT
T_STS
Correlation Coefficient
1
.325*
Sig. (2-tailed)
.026
N
48
47
CPSS_TOT
Correlation Coefficient
.325
1
Sig. (2-tailed)
.026
N
47
47
*. Correlation is significant at the 0.05 level (2-tailed).
Figure 9
Scatter Plot for Total Compassion Fatigue and Total COVID Perceived Stress

Research Question 9
Research Question 9 sought to determine if a relationship existed between the
perceived stress from COVID-19 and the experience of compassion satisfaction. A
Spearman’s rank correlation coefficient was computed to assess the linear relationship
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between the perceived stress from COVID-19 and compassion satisfaction scores. A
significant correlation was not found between the two variables, r(45) = .211, p = .155.
The null hypothesis was not rejected. Figure 9 illustrates the lack of relationship between
compassion satisfaction and the perceived stress from COVID.
Table 17
Correlations for Total Compassion Satisfaction and Total COVID-19 Perceived
Stress
T_CS
T_CS

CPSS_TOT

Correlation Coefficient
Sig. (2-tailed)
N
Correlation Coefficient
Sig. (2-tailed)
N

CPSS_TOT
1
48
.211
.155
47

Figure 10
Scatter Plot for Total Compassion Satisfaction and Total COVID Perceived Stress

.211
.155
47
1
47
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Research Question 10
Research Question 10 sought to determine if there was a difference in the number
of call-offs within organizations pre- and post-COVID-19. Organizations could not
provide call-off data for 2019 and 2020 as they indicated that this data was not tracked in
their systems. Therefore, there was no data to analyze related to this research question.
Research Question 11
Research Question 11 sought to determine if there was a difference in turnover
pre-and post-COVID-19. Two of the four organizations provided data for turnover and
the total number of available positions for areas where turnover occurred other than
volunteers. There are no set numbers for volunteer positions, and organizations rely on
volunteer availability at any given time. Volunteer numbers were excluded from the
evaluation, although Organization 1 lost 39 volunteers in 2020. Chi-Square analysis was
performed to compare pre- and post-COVID for the two organizations. A statistically
significant difference between the pre- and post-COVID turnover numbers was not found
with Organization 1 p=.538 and Organization 2 p=.768. Therefore, the null hypothesis
was not rejected. Figure 10 and Figure 11 illustrate the difference between the number of
individuals who left Organization 1 and Organization 2, respectively, pre- and postCOVID and those who chose to remain with each organization.
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Table 18
Chi-Square Tests for Organization 1

Value
.380a
.214
.380

Df
1
1
1

Asymptotic
Significance
(2-sided)
.538
.644
.538

Exact Sig.
(2-sided)

Exact Sig.
(1-sided)

Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher’s Exact Test
.644
.322
Linear-by-Linear Association
.378
1
.538
N of Valid Cases
274
a. 0 cells (0.0%) have an expected count of less than 5. The minimum expected
count is 26.00.
b. Computed only for a 2x2 table.
Figure 11
Bar Graph for Organization 1 Turnover Pre- and Post-COVID
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Table 19
Chi-Square Tests for Organization 2

Value
.087a
.000
.087

Df
1
1
1

Asymptotic
Significance
(2-sided)
.768
1.000
.767

Exact Sig.
(2-sided)

Exact Sig.
(1-sided)

Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher’s Exact Test
1.000
.500
Linear-by-Linear Association
.086
1
.770
N of Valid Cases
52
a. 0 cells (0.0%) have an expected count of less than 5. The minimum expected
count is 8.50.
b. Computed only for a 2x2 table.

Figure 12
Bar Graph for Organization 2 Turnover Pre- and Post-COVID
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Research Question 12
Research Question 12 sought to determine if there was a difference in patient
satisfaction survey results pre- and post-COVID-19. Unfortunately, organizations failed
to provide sufficient data to analyze this question.
Summary
Key findings in this study include mild positive correlations between burnout and
daily spiritual experiences and mild positive correlations between compassion
satisfaction and daily spiritual experiences. In addition, this study found mild negative
correlations between compassion fatigue and the perceived stress from COVID-19. It was
challenging to compare disciplines with the small sample size, and the study found no
significant differences in burnout, compassion satisfaction, and compassion fatigue
scores between groups. Few organizations returned the organizational information form
requested by the researcher. Neither organization tracked call-offs pre- and post-COVID;
therefore, this researcher could not analyze data for Research Question 10. Even though
data was available for turnover from two organizations, the findings were not significant.
Data regarding patient satisfaction for 2019 and 2020 was incomplete; therefore, this
researcher could not analyze data for Research Question 12.
The next chapter begins with a summary of the findings from this study. Then, a
discussion of what those finding mean and how they compare to previous research will
follow. Next, the discussion will focus on how this study contributes to the theory of the
constructs presented in this study and the biblical foundations discussed in Chapter 2.
Additionally, the discussion will continue with the implications and findings of the theory
and practice to illustrate the impact on hospice organizations. Finally, the next chapter
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will end by focusing on the limitations of this research and recommendations for future
research that may occur regarding burnout, compassion satisfaction, and compassion
fatigue among hospice workers.
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CHAPTER 5: DISCUSSION
Overview
The purpose of this non-experimental quantitative correlational study was to
examine the relationship, if any, between a hospice worker’s faith and the experience of
burnout, compassion fatigue, and compassion satisfaction while working during the
COVID-19 global pandemic. Interest in this topic began with a literature review that
described burnout as a significant issue among hospice workers, which focused mainly
on individual disciplines and did not provide insight into the similarities or differences of
how the disciplines experience burnout. The literature also presented a gap on how
burnout affects the organization. For these reasons, this researcher chose to recruit
organizations for the study instead of individuals working in hospice.
The design of this study was set up to collect self-report survey data from hospice
workers in the United States on their perceptions about their professional quality of life,
faith, and perceived stress from COVID-19. Data gathered from the participants were
analyzed using Spearman’s rank-order correlational analysis to determine the extent of
relationships. The findings from this study contribute to the literature on burnout,
compassion fatigue, and compassion satisfaction in hospice by providing empirical
evidence that a relationship exists between faith and burnout and compassion satisfaction.
Additional findings from this study contribute to the literature on COVID-19 by
providing empirical evidence that a relationship exists between compassion fatigue and
the perceived stress of COVID-19.
This chapter begins by summarizing the findings of the study. Next, a discussion
will highlight the significant results of the study. Then, it will continue by focusing on
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this study’s contribution to the theory of the constructs presented as part of the study and
the biblical foundations outlined in Chapter 2. Following the biblical foundations, a
discussion of the implications and findings of the theory and practice will illustrate the
impact of this study on hospice organizations. Finally, this chapter will end by discussing
the limitations of the research and recommendations for future research that may occur,
which focuses on burnout, compassion satisfaction, and compassion fatigue among
hospice workers.
Summary of Findings
Before undertaking this research study, no published research could be found in
the literature that compared the disciplines within organizations or how burnout and
compassion fatigue negatively affect organizational outcomes regarding call-offs or
turnover. The purpose of this quantitative, correlational study was to assess if and to what
extent faith is related to burnout, compassion fatigue, and compassion satisfaction in
hospice workers who worked during the COVID-19 global pandemic. There were 12
research questions and corresponding hypotheses that guided this research:
RQ 1: Is there a relationship between personal faith and burnout among hospice
practitioners?
H01: Faith and burnout are not significantly related.
HA1: A statistically significant relationship will be evident between faith and the
experience of burnout.
RQ 2: Is there a relationship between personal faith and compassion fatigue
among hospice practitioners?
H02: Faith and compassion fatigue are not significantly related.
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HA2: A statistically significant relationship will be evident between faith and the
experience of compassion fatigue.
RQ 3: Is there a relationship between personal faith and compassion satisfaction
among hospice practitioners?
H03: Faith and compassion satisfaction are not significantly related.
HA3: A statistically significant relationship will be evident between faith and the
experience of compassion satisfaction.
RQ 4: Do the respective disciplines within hospice experience different levels of
burnout?
H04: There is no significant difference in burnout between disciplines.
HA4: A difference will be apparent between the burnout levels exhibited between
disciplines within hospice.
RQ 5: Do the respective disciplines within hospice experience different levels of
compassion fatigue?
H05: There is no significant difference in compassion fatigue between disciplines.
HA5: A difference will be apparent between the compassion fatigue levels
exhibited between disciplines within hospice.
RQ 6: Do the respective disciplines within hospice experience different levels of
compassion satisfaction?
H06: There is no significant difference in compassion satisfaction between
disciplines.
HA6: A difference will be apparent between the compassion satisfaction levels
exhibited between disciplines within hospice.
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RQ 7: Is there a difference in the burnout scores and the perceived stress of
COVID-19?
H07: Burnout and the perceived stress of COVID-19 are not significantly related.
HA7: Burnout will be positively related to the perceived stress of COVID-19.
RQ 8: Is there a difference in the compassion fatigue scores and the perceived
stress of COVID-19?
H08: Compassion fatigue and the perceived stress of COVID-19 are not
significantly related.
HA8: Compassion fatigue will be positively related to the perceived stress of
COVID-19.
RQ 9: Is there a difference in the compassion satisfaction scores and the perceived
stress of COVID-19?
H09: Compassion satisfaction and the perceived stress of COVID-19 are not
significantly related.
HA9: Compassion satisfaction will be positively related to the perceived stress of
COVID-19.
RQ 10: Is there a difference in the number of call-offs pre- and post-COVID-19?
H010: There is no difference in the number of call-offs pre- and post-COVID-19.
HA10: There will be a statistically significant difference between the number of
call-offs pre- and post-COVID-19.
RQ 11: Is there a difference in employee turnover pre- and post-COVID-19?
H011: There is no difference in the number of employee turnover pre- and postCOVID-19.
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HA11: There will be a statistically significant difference between employee
turnover numbers pre- and post-COVID-19.
RQ 12: Is there a difference in patient satisfaction scores pre- and post-COVID19?
H012: There is no difference in the patient satisfaction scores pre- and postCOVID-19.
HA12: There will be a statistically significant difference between patient
satisfaction scores pre- and post-COVID-19.
After respondents answered survey questions about each variable, utilizing selfreport, the data were cleaned before analysis. Spearman’s rank-order correlation
addressed RQ 1-3 and 7-9, Kruskal-Wallis addressed RQ 4-6, and Chi-Square analysis
addressed RQ 11 as data was not collected or incomplete for RQ 10 and 12. These results
indicate that there is a relationship between faith and burnout. A relationship also exists
between faith and compassion fatigue. A third relationship was identified between
compassion fatigue and the perceived stress of COVID-19. Chapter four presented details
of these findings. The rest of this chapter discusses a summary of the findings,
conclusions, theoretical implications, and recommendations for future research.
Discussion of Findings
The organizational structure of this section is founded on the 12 research
questions and their corresponding hypotheses. This section discusses the evaluation and
interpretation of the research questions and hypotheses. Then it justifies whether the null
hypothesis was rejected or accepted. The analysis of the study findings occurs from the
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perspective of the literature presented in chapter two of this study. The section concludes
with a description of this study’s significance.
Research Questions and Hypotheses
The research questions and their hypotheses provided organization for this study.
The first question pertained to faith and burnout. It asked about the relationship.
Research Question 1.
RQ 1: Is there a relationship between personal faith and burnout among hospice
practitioners?
H01: Faith and burnout are not significantly related.
HA1: A statistically significant relationship will be evident between faith and the
experience of burnout.
Spearman’s rho found a significant positive relationship between faith and
burnout from the DSES and components from the ProQOL with r(46) = .295, p = .042.
At .295, this indicates a small but significant effect size. This finding indicates a
correlation between these variables but does not prove that faith causes burnout. The data
indicates that there is a positive relationship between faith and burnout.
The null hypothesis H01 was rejected for RQ1, and the alternative hypothesis
HA1 was accepted due to the findings. This means that there is a significant relationship
between faith and burnout. The findings from this study should be considered by future
researchers when conducting larger, confirmatory studies. Findings from this analysis
align with the literature presented in chapter two, specifically those of Karadag Arli et al.
(2017), which cited providing spiritual care to patients as a reason for the positive
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relationship. Contemporary individuals of faith are not excluded from experiencing
burnout, just as those mentioned in the Bible displayed symptoms of burnout.
Research Question 2.
RQ 2: Is there a relationship between personal faith and compassion fatigue
among hospice practitioners?
H02: Faith and compassion fatigue are not significantly related.
HA2: A statistically significant relationship will be evident between faith and the
experience of compassion fatigue.
Spearman’s rho did not result in any significant correlations between faith and
compassion fatigue, and the results are as follows from the DSES and components of the
ProQOL: r(46) = .070, p = .636. The data failed to reject the null hypothesis.
Research Question 3.
RQ 3: Is there a relationship between personal faith and compassion satisfaction
among hospice practitioners?
H03: Faith and compassion satisfaction are not significantly related.
HA3: A statistically significant relationship will be evident between faith and the
experience of compassion satisfaction.
Spearman’s rho found a significant negative relationship between faith and
compassion satisfaction from the DSES and components from the ProQOL with r(46) =
-.367, p = .010. At -.367, this indicates a small but significant effect size. This finding
indicates a correlation between these variables but does not prove that faith causes a
decrease in compassion satisfaction. The data indicates a negative relationship between
faith and compassion satisfaction.
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The null hypothesis H03 was rejected for RQ1, and the alternative hypothesis
HA3 was accepted due to the findings. This means that there is a significant relationship
between faith and compassion satisfaction. Findings from this analysis are contrary to the
literature presented in chapter two. Many studies suggest positive correlations between
faith and compassion satisfaction, and this study does not support those findings.
Research Question 4.
RQ 4: Do the respective disciplines within hospice experience different levels of
burnout?
H04: There is no significant difference in burnout between disciplines.
HA4: A difference will be apparent between the burnout levels exhibited between
disciplines within hospice.
Kruskal-Wallis did not result in any significant differences in burnout between the
disciplines H(7)=6.936, p = .436. The data failed to reject the null hypothesis.
Research Question 5.
RQ 5: Do the respective disciplines within hospice experience different levels of
compassion fatigue?
H05: There is no significant difference in compassion fatigue between disciplines.
HA5: A difference will be apparent between the compassion fatigue levels
exhibited between disciplines within hospice.
Kruskal-Wallis did not result in any significant differences in compassion fatigue
between the disciplines H(7)=8.861, p = .263. The data failed to reject the null
hypothesis.
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Research Question 6.
RQ 6: Do the respective disciplines within hospice experience different levels of
compassion satisfaction?
H06: There is no significant difference in compassion satisfaction between
disciplines.
HA6: A difference will be apparent between the compassion satisfaction levels
exhibited between disciplines within hospice.
Kruskal-Wallis did not result in any significant differences in compassion fatigue
between the disciplines H(7)=4.021, p = .777. The data failed to reject the null
hypothesis.
Research Question 7.
RQ 7: Is there a difference in the burnout scores and the perceived stress of
COVID-19?
H07: Burnout and the perceived stress of COVID-19 are not significantly related.
HA7: Burnout will be positively related to the perceived stress of COVID-19.
Spearman’s rho did not result in any significant correlations between the
perceived stress of COVID-19 and burnout, and the results are as follows from the CPSS
and components of the ProQOL: r(45) = .079, p = .596. The data failed to reject the null
hypothesis.
Research Question 8.
RQ 8: Is there a difference in the compassion fatigue scores and the perceived
stress of COVID-19?
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H08: Compassion fatigue and the perceived stress of COVID-19 are not
significantly related.
HA8: Compassion fatigue will be positively related to the perceived stress of
COVID-19.
Spearman’s rho found a significant positive relationship between the perceived
stress of COVID-19 and compassion fatigue from the CPSS and components from the
ProQOL with r(445) = .325, p = .026. At .325, this indicates a small but significant effect
size. This finding indicates a correlation between these variables but does not prove
causation. The data indicates a positive relationship between the perceived stress of
COVID-19 and compassion fatigue; as the perceived stress from COVID-19 increases, so
does compassion fatigue.
The null hypothesis H08 was rejected for RQ1, and the alternative hypothesis
HA8 was accepted due to the findings. This means that there is a significant relationship
between the perceived stress of COVID-19 and compassion fatigue. Findings from this
analysis are in line with the literature presented in chapter two.
Research Question 9.
RQ 9: Is there a difference in the compassion satisfaction scores and the perceived
stress of COVID-19?
H09: Compassion satisfaction and the perceived stress of COVID-19 are not
significantly related.
HA9: Compassion satisfaction will be positively related to the perceived stress of
COVID-19.
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Spearman’s rho did not result in any significant correlations between the
perceived stress of COVID-19 and burnout. The results are as follows from the CPSS and
components of the ProQOL: r(45) = .211, p = .155. The data failed to reject the null
hypothesis.
Research Question 10.
RQ 10: Is there a difference in the number of call-offs pre- and post-COVID-19?
H010: There is no difference in the number of call-offs pre- and post-COVID-19.
HA10: There will be a statistically significant difference between the number of
call-offs pre- and post-COVID-19.
Organizations did not provide data for this question. Therefore, no analysis was
completed. This was also not a trend literature in chapter 2 was tracking.
Research Question 11.
RQ 11: Is there a difference in employee turnover pre- and post-COVID-19?
H011: There is no difference in the number of employee turnover pre- and postCOVID-19.
HA11: There will be a statistically significant difference between employee
turnover numbers pre- and post-COVID-19.
Chi-Square did not result in any significant difference between the pre- and postCOVID for Organization 1 or Organization 2, with the significance for Organization 1
p=.538 and the significance for Organization 2 p=.768. This was not a trend that the
literature from chapter two was tracking. The data failed to reject the null hypothesis.
Research Question 12.
RQ 12: Is there a difference in patient satisfaction scores pre- and post-COVID-19?
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H012: There is no difference in the patient satisfaction scores pre- and postCOVID-19.
HA12: There will be a statistically significant difference between patient
satisfaction scores pre- and post-COVID-19.
Organizations did not provide data for this question. Therefore, no analysis was
completed. This was also not a trend literature in chapter 2 was tracking.
The mild correlations found in this study indicate that positive correlations exist
between burnout and daily spiritual experiences, compassion satisfaction, and daily
spiritual experiences, and negative correlations exist between compassion fatigue and the
perceived stress of COVID-19. These results suggest that although individuals with
higher levels of daily spiritual experiences may also have higher levels of burnout, they
also experience higher levels of compassion satisfaction. The higher levels of compassion
satisfaction provide a sense of purpose, fulfillment, and positive thoughts related to
completing stressful work (Stamm, 2010). Daily spiritual experiences did not correlate
with compassion fatigue. With the small sample size, it was difficult to determine if daily
spiritual experiences are valuable protective factors against the development of
compassion fatigue. These findings are consistent with suggestions from Zanatta et al.
(2019), who indicated that the work of exposure to traumatic events in palliative care also
possesses significant opportunities for post-traumatic growth. The measure chosen for
this study addressed factors outside of the work environment that may influence burnout,
as suggested by Lefèvre et al. (2021). The higher burnout and compassion satisfaction
scores relating to daily spiritual experiences with the lack of correlation with compassion
fatigue support findings from Granek et al. (2016), who suggested that individuals with
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higher compassion satisfaction can proactively communicate about end-of-life
experiences. This ability may be a factor in avoiding compassion fatigue.
The small sample size also hurt the ability to analyze the difference between
disciplines. For example, many disciplines lacked representation, and social
workers/counselors made up 25% of the sample population. This inconsistency with
responses is consistent with Lehto et al. (2020), who indicated a lack of differentiation
between shared experiences, and Watson et al. (2019), who discussed a lack of
differentiation between specialties when evaluating burnout.
The findings of this study contrasted with the study by Carneiro et al. (2018), who
found that individuals with higher levels of religiousness or spirituality exhibited higher
levels of resilience and lower levels of burnout. In this study, participants with higher
levels of burnout also experienced higher levels of spirituality and compassion
satisfaction but lower levels of compassion fatigue. This study contrasted with Ang et al.
(2018), which suggested that increasing an individual’s faith will decrease burnout and
compassion fatigue. The results of this study showed an increase in burnout as faith
increased, but it did not show an increase or decrease in compassion fatigue.
This study is consistent with the Biblical foundations presented in Chapter 2,
suggesting that burnout and compassion are nothing new to God, and neither are human
responses to these phenomena. It attempted to address the Biblical concept of individuals
fulfilling separate roles to meet organizational goals as outlined in Romans 12:6-8 (King
James Bible, 1769/2017) by comparing the disciplines within organizations as each
discipline makes vital contributions to a patient’s overall care. Additionally,
organizations' declining participation suggestions align with Biblical principles regarding
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delegating duties to decrease individual workload and burnout (Exodus 18:14-23,
Galatians 6:2, Ephesians 4:16). Those organizations declining participation also indicated
a desire to follow the suggestions of Mark 6:31 by attempting to find rest for their
employees. This study found that faith was positively related to compassion satisfaction
and burnout but not correlated with compassion fatigue.
Implications
This study highlights the importance of increasing faith and compassion
satisfaction in hospice workers to prevent burnout from progressing into compassion
fatigue. This study also highlights the high levels of burnout within the field as reported
by organizational leadership who refused participation in the study. Multiple directors
indicated they could not ask employees to complete any additional tasks as they noticed
the employees were already overwhelmed by current workloads. In addition, some
organizations reported a lack of staffing as a reason for not participating, which is
consistent with the findings of Sabolish et al. (2021), who indicated that the workload
during COVID-19 increased while staffing during this period was at a reduced rate.
These staffing and workload concerns suggested that the organizations recognize burnout
as a present issue, and although they know something needs to change, they are not in a
place currently where they can make those changes.
Theoretical Implications
The theory of job demands-resource model guided this study. This theory was
chosen to guide the study because of current research from Schaufeli (2017), who
discussed the resources stemming from individuals and organizations, and
Stensland & Landsman (2017), who detailed the depletion of resources which
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leads to who discussed the resources stemming from individuals and
organizations, and Stensland & Landsman (2017) who detailed the depletion of
resources, leading to burnout. The use of faith as a conceptual framework in the
job demands-resource model for burnout, compassion fatigue, and compassion
satisfaction is partially supported through the findings of this study of a
significant relationship between faith and both compassion satisfaction and
burnout but not compassion fatigue.
Practical Implications
Hospice workers and organizations can derive a practical implication from this
study. The statistically significant relationship between faith and compassion satisfaction
may raise awareness among directors and leadership to promote individual faith or
engagement in daily spiritual experiences to promote increased compassion satisfaction.
Future Implications
Implications for future research are derived from several findings of this study.
No statistically significant relationship was found between the disciplines' burnout,
compassion fatigue, or compassion satisfaction scores. The small sample size and
disproportionate number of responses from each discipline made comparisons difficult.
Future research might look at recruiting specific numbers of participants from each
discipline for comparative purposes instead of attempting to make organizational
comparisons. With the organizations also not tracking call-offs, future researchers may
need to make plans and ask organizations to begin tracking this information if they want
to analyze the data.
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Strengths & Limitations
This study has a few main strengths. This study's quantitative, correlational design
is a strength as it can be replicated in other settings and populations. The use of valid and
reliable instruments supports validity and reliability.
One area presenting significant limitations was recruitment. Initially, five
organizations agreed to participate, but one week into data collection, one of the
organizations informed the researcher that they were withdrawing from participation
without forwarding information to their employees. During both the first and second
attempts at recruitment, multiple organizations indicated that they did not have the
staffing to participate, or their staff were currently over-worked or too overwhelmed to
participate. Many mentioned that the research sounded very interesting and necessary,
but they could not find a way for their organization to contribute. In addition, they did not
want to place undue burdens on their employees when the workload was so high and
staffing levels were so low. The small sample size also decreased the ability to generalize
the findings to the broader population of hospice providers. Another concern with the
sample size is the decreased power and the increased likelihood of a Type II error.
Research design may have contributed to the recruitment limitations. Designing
the study to focus on organizations and comparisons between organizations limited the
ability to recruit as the COVID-19 global pandemic continued well past 2021. Even in
2022, organizations struggled with workload limitations that precluded their study
participation. Opening the study to individuals instead of organizations would have
provided a larger pool of participants. Although utilization of social media may have
garnered more participation, the ability to gather organizational data from the
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participating organizations would not exist. Attempting to address the multiple gaps in
the research within one study during a pandemic was impractical. Focusing the study on
one of the aspects of comparisons between disciplines or organizational effects may have
provided the opportunity for increased participation.
Recommendations for Future Research
Future research should occur once the COVID-19 global pandemic has reached an
endemic state and the medical field has returned to a more functional form of operation.
A study by Lasater et al. (2021) found that following COVID-19, nearly 50% of the
nurses in medical-surgical units in New York City provided unfavorable safety grades for
their hospitals, and 67% indicated that they would not recommend their hospital. Lasater
suggested that one reason for these ratings is because the mean staffing of patients per
nurse ranged from 3.3 to 9.7 in this area. These numbers are concerning and may explain
why recruiting organizations to participate in the study was challenging. Stress within the
medical field is nothing new, but this pandemic has brought more attention to the subject.
Summary
This study found a mild positive correlation between faith and burnout and a mild
negative correlation between faith and compassion satisfaction. Additional findings
include a mild positive correlation between compassion fatigue and the perceived stress
of COVID-19. The organizations choosing to participate could not track call-offs over the
past few years and could not provide that data for the study. Only two of the four
organizations provided turnover information for review, and enough organizations did
not supply compassion satisfaction numbers to make comparisons. Study participation
was marginal and organizations choosing not to participate in the study cited high
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workload, decreased staffing, and high-stress levels as reasons for declining participation.
The small number of participants from each organization and the few participating
organizations emphasize the need for future research in this area and changes to the
research design to increase participation. Future researchers must consider the healthcare
climate when approaching this type of study to avoid undue burden on an already
struggling field.
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APPENDIX A: PERMISSION
August 12, 2021
Lisa Howard
Director of Nursing
Rockbridge Area Hospice
315 Myers St.
Lexington, VA 24450
Dear Lisa:
As a graduate student in the Department of Psychology at Liberty University, I
am conducting research as part of the requirements for a doctoral degree. The title of my
research project is Exploring the Relationship Between Faith and the Experience of
Burnout, Compassion Fatigue, and Compassion Satisfaction among Hospice Practitioners
During a Global Pandemic: A Multidisciplinary Study. The purpose of my research is to
study the relationship between individuals’ faith on levels of burnout, compassion
fatigue, and compassion satisfaction among individuals working at or volunteering for a
hospice organization. Additionally, this research will compare the burnout, compassion
fatigue, and compassion satisfaction of the disciplines to determine if they are similar or
different.
I am writing to request your permission to contact members of your organization
to invite them to participate in my research study.
Participants will be sent an email and asked to click on a Survey Monkey link to
complete an anonymous survey. Participants will also have the option to fill out a paper
copy of the survey. Participants will be presented with consent information prior to
participating. Taking part in this study is completely voluntary, and participants are
welcome to discontinue participation at any time. This survey is expected to take
approximately 10 minutes to complete.
For organizations agreeing to participation, I will also be requesting call-off,
turnover, and customer satisfaction data for 2019 and 2020. I will reach out to you during
the data collection timeframe to receive this information.
Thank you for considering my request. If you choose to grant permission, please
respond by email to sjspiridigliozzi@liberty.edu. A permission letter document is
attached for your convenience.
Sincerely,
Sarah Jo Spiridigliozzi, MA
PhD Candidate
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August 12, 2021
Jennifer Oakes
Luther Manor Hospice
4545 N 92nd St.
Wauwatosa, WI 53225
Dear Jennifer:
As a graduate student in the Department of Psychology at Liberty University, I
am conducting research as part of the requirements for a doctoral degree. The title of my
research project is Exploring the Relationship Between Faith and the Experience of
Burnout, Compassion Fatigue, and Compassion Satisfaction among Hospice Practitioners
During a Global Pandemic: A Multidisciplinary Study. The purpose of my research is to
study the relationship between individuals’ faith on levels of burnout, compassion
fatigue, and compassion satisfaction among individuals working at or volunteering for a
hospice organization. Additionally, this research will compare the burnout, compassion
fatigue, and compassion satisfaction of the disciplines to determine if they are similar or
different.
I am writing to request your permission to contact members of your organization
to invite them to participate in my research study.
Participants will be sent an email and asked to click on a Survey Monkey link to
complete an anonymous survey. Participants will also have the option to fill out a paper
copy of the survey. Participants will be presented with consent information prior to
participating. Taking part in this study is completely voluntary, and participants are
welcome to discontinue participation at any time. This survey is expected to take
approximately 10 minutes to complete.
For organizations agreeing to participation, I will also be requesting call-off,
turnover, and customer satisfaction data for 2019 and 2020. I will reach out to you during
the data collection timeframe to receive this information.
Thank you for considering my request. If you choose to grant permission, please
respond by email to sjspiridigliozzi@liberty.edu. A permission letter document is
attached for your convenience.
Sincerely,
Sarah Jo Spiridigliozzi, MA
PhD Candidate
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September 28, 2021
Viv Tipton
Executive Director
Hospice of the Foothills
11270 Rough and Ready Hwy
Grass Valley, CA 95945
Dear Viv:
As a graduate student in the Department of Psychology at Liberty University, I
am conducting research as part of the requirements for a doctoral degree. The title of my
research project is Exploring the Relationship Between Faith and the Experience of
Burnout, Compassion Fatigue, and Compassion Satisfaction among Hospice Practitioners
During a Global Pandemic: A Multidisciplinary Study. The purpose of my research is to
study the relationship between individuals’ faith on levels of burnout, compassion
fatigue, and compassion satisfaction among individuals working at or volunteering for a
hospice organization. Additionally, this research will compare the burnout, compassion
fatigue, and compassion satisfaction of the disciplines to determine if they are similar or
different.
I am writing to request your permission to contact members of your organization
to invite them to participate in my research study.
Participants will be sent an email and asked to click on a Survey Monkey link to
complete an anonymous survey. Participants will also have the option to fill out a paper
copy of the survey. Participants will be presented with consent information prior to
participating. Taking part in this study is completely voluntary, and participants are
welcome to discontinue participation at any time. This survey is expected to take
approximately 10 minutes to complete.
For organizations agreeing to participation, I will also be requesting call-off,
turnover, and customer satisfaction data for 2019 and 2020. I will reach out to you during
the data collection timeframe to receive this information.
Thank you for considering my request. If you choose to grant permission, please
respond by email to sjspiridigliozzi@liberty.edu. A permission letter document is
attached for your convenience.
Sincerely,
Sarah Jo Spiridigliozzi, MA
PhD Candidate
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September 28, 2021
Margaret Cogswell
CEO
Hospice of the Panhandle
330 Hospice Lane
Kearneysville, WV 25430
Dear Margaret:
As a graduate student in the Department of Psychology at Liberty University, I
am conducting research as part of the requirements for a doctoral degree. The title of my
research project is Exploring the Relationship Between Faith and the Experience of
Burnout, Compassion Fatigue, and Compassion Satisfaction among Hospice Practitioners
During a Global Pandemic: A Multidisciplinary Study. The purpose of my research is to
study the relationship between individuals’ faith on levels of burnout, compassion
fatigue, and compassion satisfaction among individuals working at or volunteering for a
hospice organization. Additionally, this research will compare the burnout, compassion
fatigue, and compassion satisfaction of the disciplines to determine if they are similar or
different.
I am writing to request your permission to contact members of your organization
to invite them to participate in my research study.
Participants will be sent an email and asked to click on a Survey Monkey link to
complete an anonymous survey. Participants will also have the option to fill out a paper
copy of the survey. Participants will be presented with consent information prior to
participating. Taking part in this study is completely voluntary, and participants are
welcome to discontinue participation at any time. This survey is expected to take
approximately 10 minutes to complete.
For organizations agreeing to participation, I will also be requesting call-off,
turnover, and customer satisfaction data for 2019 and 2020. I will reach out to you during
the data collection timeframe to receive this information.
Thank you for considering my request. If you choose to grant permission, please
respond by email to sjspiridigliozzi@liberty.edu. A permission letter document is
attached for your convenience.
Sincerely,
Sarah Jo Spiridigliozzi, MA
PhD Candidate
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APPENDIX B: CONSENT

Consent
Title of the Project: The Relationship Between Faith and the Experience of Burnout,
Compassion Fatigue, and Compassion Satisfaction for Hospice Workers During a Global
Pandemic: A Multidisciplinary Study
Principal Investigator: Sarah Jo Spiridigliozzi, MA, Doctoral Student, Liberty
University
Invitation to be Part of a Research Study
You are invited to participate in a research study. In order to participate, you must be 18
years of age or older, be associated with a hospice organization as a physician, nurse,
home health aide/licensed practical nurse, social worker/counselor, chaplain,
management, administrative, or volunteer. Taking part in this research project is
voluntary.
Please take time to read this entire form and ask questions before deciding whether to
take part in this research project.
What is the study about, and why is it being done?
The purpose of the study is to explore the levels of compassion fatigue, compassion
satisfaction, and burnout among hospice practitioners working during the COVID-19
global pandemic and the relationship of these factors with individual faith.
What will happen if you take part in this study?
If you agree to be in this study, I will ask you to do the following things:
1. Complete an anonymous survey including pertinent demographic information to
assess compassion fatigue, compassion satisfaction, burnout, and daily spiritual
experiences. This questionnaire should take less than 10 minutes to complete.
How could you or others benefit from this study?
Participants should not expect to receive a direct benefit from taking part in this study.
Benefits to society may include increased knowledge and understanding of how burnout
and compassion fatigue affect hospice workers and how those individual effects may
affect the overall organizational outcomes. Additional benefits may include
understanding which disciplines require more interventions to prevent or decrease
burnout and compassion fatigue and factors that may protect against developing burnout
and compassion fatigue.
What risks might you experience from being in this study?
The risks involved in this study are minimal, which means they are equal to the risks you
would encounter in everyday life.
How will personal information be protected?
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The records of this study will be kept private. Research records will be stored securely,
and only the researcher will have access to the records.
•
•

Participant responses will be anonymous.
Data will be stored on a password-locked computer and may be used in future
presentations. After three years, all electronic records will be deleted.

Is study participation voluntary?
Participation in this study is voluntary. Your decision whether to participate will not
affect your current or future relations with Liberty University. If you decide to
participate, you are free to not answer any questions or withdraw at any time prior to
submitting the survey without affecting those relationships.
What should you do if you decide to withdraw from the study?
If you choose to withdraw from the study, please close the exit the survey and close your
internet browser. Or, if you have a physical copy, please do not submit your study
materials. Your responses will not be recorded or included in the study.
Whom do you contact if you have questions or concerns about the study?
The researcher conducting this study is Sarah Jo Spiridigliozzi, MA. You may ask any
questions you have now. If you have questions later, you are encouraged to contact her
at 814-322-8051 or sjspiridigliozzi@liberty.edu. You may also contact the researcher’s
faculty sponsor, Dr. Rachel Lindsey, at rtlindsey@liberty.edu.
Whom do you contact if you have questions about your rights as a research
participant?
If you have any questions or concerns regarding this study and would like to talk to
someone other than the researcher, you are encouraged to contact the Institutional
Review Board, 1971 University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515 or
email at irb@liberty.edu
Your Consent
Before agreeing to be part of the research, please be sure that you understand what the
study is about. You can print a copy of the document for your records. If you have any
questions about the study later, you can contact the researcher using the information
provided above.
I have read and understand the above information. I have asked questions and have
received answers. I consent to participate in the study.
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APPENDIX C: THANK YOU MESSAGE
Thank you for your interest in participating in this study. Unfortunately, the
answers provided in the screening question indicate that you do not meet the necessary
criteria of either being associated with a non-profit hospice organization or having been
involved with that organization for at least three months during the COVID-19 global
pandemic.
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APPENDIX D: INSTRUCTIONS
Demographic Information
For this portion of the survey, please choose the option that describes you best. You may
only choose one option.
ProQOL
When you help people, you have direct contact with their lives. As you may have found,
your compassion for those you help can affect you in positive and negative ways. In this
section, there are some questions about your experiences, both positive and negative, as a
helper. Consider each of the following questions about you and your current work
situation. Select the number that honestly reflects how frequently you experienced these
things in the last 30 days. 1=Never 2=Rarely 3=Sometimes 4=Often 5=Very Often
DSES
This portion of the survey will evaluate your personal spiritual experiences. Please
choose the answer that is most accurate most accurate answer. The number (1=many
times a day, 2=every day, 3=many days, 4=some days, 5=once in a while or never) gives
the questions traction in the research. They have allowed researchers to see if they are
connected with or predict other things. Furthermore, they make us think of specific
moments.
PSS-10-C
When answering the questions on this scale, you will be asked to answer how often you
felt certain things within the past month. The number you choose indicates the frequency
(4=Often, 3=Fairly Often, 2=Sometimes, 1=Almost Never, and 0=Never). These
questions will help determine your perception of stressful events in your life during the
past month related to COVID-19.
Organizational Information
For this section, please provide numerical values for each category listed.
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APPENDIX E: MEASURES
DEMOGRAPHIC INFORMATION
Age
Parental Status
a.
b.
c.
d.
e.
f.
g.
h.

18-24
25-30
31-35
36-40
41-45
46-50
51-55
55 and up

Gender
a. Male
b. Female
c. Do not wish to declare
Race
a.
b.
c.
d.
e.
f.

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Other Pacific
Islander
Do not wish to respond

Ethnicity
a. Hispanic or Latino
b. Non-Hispanic or Latino
c. Unknown
d. Do not wish to respond
Marital Status
a.
b.
c.
d.

Single
Married
Widowed
Divorced

a.
b.
c.
d.

No children
1 child
2 children
3 or more children

Education
a.
b.
c.
d.
e.
f.

High School Graduate
Some College
Undergraduate
Graduate
Post-Graduate/Doctoral
Other

Title
a. Registered Nurse
b. Licensed Practical Nurse/Certified
Nursing Assistant
c. Social Worker or Counselor
d. Chaplain
e. Doctor
f. Director
g. Management
h. Administrative
i. Volunteer
j. Other
Experience working with hospice
a.
b.
c.
d.
e.
f.

Less than 1 year
1-5 years
6-10 years
11-15 years
16-20 years
20+ years
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Professional Quality of Life Scale (ProQOL)
Compassion Satisfaction and Compassion Fatigue (ProQOL) Version 5 (2009)
When you [help] people, you have direct contact with their lives. As you may have
found, your compassion for those you [help] can affect you in positive and negative
ways. Below are some questions about your experiences, both positive and negative, as a
[helper]. Consider each of the following questions about you and your current work
situation. Select the number that honestly reflects how frequently you experienced these
things in the last 30 days. 1=Never 2=Rarely 3=Sometimes 4=Often 5=Very Often
_____1. I am happy.
_____2. I am preoccupied with more than one person I [help].
_____3. I get satisfaction from being able to [help] people.
_____4. I feel connected to others.
_____5. I jump or am startled by unexpected sounds.
_____6. I feel invigorated after working with those I [help].
_____7. I find it difficult to separate my personal life from my life as a [helper].
_____8. I am not as productive at work because I am losing sleep over traumatic
experiences of a person I [help].
_____9. I think that I might have been affected by the traumatic stress of those I [help].
_____10. I feel trapped by my job as a [helper].
_____11. Because of my [helping], I have felt "on edge" about various things.
_____12. I like my work as a [helper].
_____13. I feel depressed because of the traumatic experiences of the people I [help].
_____14. I feel as though I am experiencing the trauma of someone I have [helped].
_____15. I have beliefs that sustain me.
_____16. I am pleased with how I am able to keep up with [helping] techniques and
protocols.
_____17. I am the person I always wanted to be.
_____18. My work makes me feel satisfied.
_____19. I feel worn out because of my work as a [helper].
_____20. I have happy thoughts and feelings about those I [help] and how I could help
them.
_____21. I feel overwhelmed because my case [work] load seems endless.
_____22. I believe I can make a difference through my work.
_____23. I avoid certain activities or situations because they remind me of frightening
experiences of the people I [help].
_____24. I am proud of what I can do to [help].
_____25. As a result of my [helping], I have intrusive, frightening thoughts.
_____26. I feel "bogged down" by the system.
_____27. I have thoughts that I am a "success" as a [helper].
_____28. I can't recall important parts of my work with trauma victims.
_____29. I am a very caring person.
_____30. I am happy that I chose to do this work.
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and
Fatigue Version 5 (ProQOL). /www.isu.edu/~bhstamm or www.proqol.org. This test may
be freely copied as long as (a) author is credited, (b) no changes are made, and (c) it is
not sold.
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DSES
1. Have you been spiritually touched by the beauty of creation?
2. Have you felt God’s presence or the presence of the divine or holy spirit?
3. Have you experienced a connection to all of life?
4. Have you felt close to God, or to the divine or transcendent as expressed in other
words?
5. Have you desired to be closer to God or in union with the divine?
6. Have you felt God’s love or divine love for you directly?
7. Have you felt God’s love or compassionate love for you through others?
8. Have you felt a selfless caring for others?
9. Have you accepted others even when they have done things you think are wrong?
10. Have you found strength in your spirituality or religion?
11. Have you found comfort in your spirituality or religion?
12. Have you felt guided by God in the midst of daily activities?
Or: Have you felt divine guidance in the midst of daily activities?
13. Have you asked for God’s help in the midst of daily activities.
Or: Have you asked for help from a higher power as you go through the day?
14. During worship, or at other times when connecting with God, have you felt joy that
lifts you out of your daily concerns?
Or: At times when connecting with the “more than,” have you felt joy that lifts you out of
your daily concerns?
15. Have you felt thankful for your blessings?
16. Have you felt deep inner peace or harmony?
© Lynn Underwood. For personal use only. Contact Lynn Underwood for permission to
duplicate or distribute and to register for non-profit use at no cost.
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COVID-PSS-10
1. I have felt affected as if something serious will happen unexpectedly with the
epidemic.
2. I have felt that I am unable to control the important things in my life due to the
epidemic.
3. I have been nervous or stressed by the epidemic.
4. I have been confident about my ability to handle my personal epidemic related
problems
5. I have felt that things are going well (optimistic) with the epidemic.
6. I have felt unable to cope with the things I have to do to control the possible infection.
7. I have felt that I can control the difficulties that could appear in my life due to the
infection.
8. I have felt that I have everything under control in relation to the epidemic.
9. I have been upset that things related to the epidemic are out of my control.
10. I have felt that the difficulties accumulate in these days of the epidemic, and I feel
unable to overcome them.
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APPENDIX F: ORGANIZATIONAL INFORMATION

Organizational Information

2019

Organization Name: __________________________________
2020

Call-offs

Call-offs

RN: ______

RN: ______

Physician: _____

Physician: _____

Aide/Practical nurse: ______

Aide/Practical nurse: ______

Social Work/Counselor: _______

Social Work/Counselor: _______

Chaplain: _______

Chaplain: _______

Management: _______

Management: _______

Support Staff: _______

Support Staff: _______

Volunteers: ______

Volunteers: ______

Turnover

Turnover

RN: ______

RN: ______

Physician: _____

Physician: _____

Aide/Practical nurse: ______

Aide/Practical nurse: ______

Social Work/Counselor: _______

Social Work/Counselor: _______

Chaplain: _______

Chaplain: _______

Management: _______

Management: _______

Support Staff: _______

Support Staff: _______

Volunteers: ______

Volunteers: ______

Overall Patient Satisfaction: _______

Overall Patient Satisfaction: ______
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APPENDIX G: PROQOL PERMISSION
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APPENDIX H: DSES PERMISSION
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APPENDIX I: COVID-PSS-10 PERMISSION

153
APPENDIX J: POWER ANALYSES
G*Power Analysis
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